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ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY—SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE 


Takahashi, N., and Miyata, R.: Free Skin Trans- 
plantation (Ueber die transplantation von freien 
Hautlappen). Arch. f. klin. Chir., 1922, cxx, 170. 


The authors set out to determine whether 
homoplastic free tissue transplantation is possible, 
since this question possesses practical as well as 
theoretical interest and is of great importance. 
However, they have been able only to confirm the 
finding already made by others that homoplastic 
skin transplantation fails in animals related by 
blood as well as in those not so allied, and also 
in human beings. On the other hand, almost 
constant success was obtained with autoplastic 
transplantation in man as well as in the rabbit. 

In experiments to determine the vitality of 
epithelial cells, skin wrapped in gauze soaked in 
physiological salt solution and kept in a chamber at 
7 degrees C. for eleven days successfully healed in. 
In the successful cases the authors were able to 
determine: (1) signs of degeneration of the skin, 
such as disappearance of the horny layer and 
the appearance of small areas of round-cell infiltra- 
tion and vascular dilation in the corium, and (2), 
phenomena of regeneration. 

For the failure of the homoplastic operations the 
formation of some substance possessing a deleterious 
effect on the skin is held responsible. As yet, its 
chemical composition has not been determined. 

VALENTIN (Z). 


Bissell, D.: Vomiting and Distention After La- 
parotomy Lessened by the Substitution of 
Rubber Envelop Pads for Gauze: the In- 
fluence of Ether, Morphine, and Rectal 
Therapy. Surg., Gynec. & Obst., 1922, xxxv, 320. 


Bissell analyzes very carefully 766 cases of intra- 
abdominal operations in an attempt to discover the 
differences, if any, in postoperative emesis and in- 
testinal distention in cases in which rubber envelop 
pads were used and those in which gauze pads were 


employed. In order to evaluate the causes of emesis 
other than factors arising from peritoneal trauma, 
he studied also 300 successive non-laparotomized 
cases which were etherized. His conclusions are as 
follows: 

1. The length of etherization has no relationship 
to the frequency or days of occurrence of post- 
operative emesis. 

2. The effect of morphine administered hypoder- 
mically after operation is, with respect to emesis, 
practically nil. 

3. The dominating factor in the causation of 
emesis when the peritoneum of the intestines is not 
traumatized is ether, and the limit of its influence is 
twenty-four hours. 

The operative technique in one group of laparot- 
omized cases differed radically from the other only 
in the character of the abdominal pads used. The 
rubber envelop pad, employed in 400 cases, consists 
of an envelop of thin rubber and a pad of toweling. 
A tape which is sewed to the cloth and passed through 
holes in the envelop keeps the envelop closed and 
holds the pad in place. The use of the rubber envel- 
op pads resulted in freedom from vomiting in prac- 
tically the same percentage of laparotomized cases as 
in non-laparotomized cases. In the author’s opinion his 
study demonstrates that the substitution of these pads 
for gauze pads doubles the chance of escaping vomit- 
ing, reduces two-days vomiting by one-third, reduces 
three-days vomiting by 60 per cent, and lessens 
distention by two-thirds. 

The dominant factors in the causation of emesis in 
laparotomized cases are ether and trauma of the 
intestinal peritoneum. While the influence of the 
former continues for twenty-four hours, the influence 
of intestinal peritoneal trauma may persist for three 
days or more. Less vomiting, less distention, and 
less morphine show less trauma to the peritoneum. 

It appears from the author’s tables that neither 
the character nor the gravity of the operation neces- 
sarily influences postoperative emesis. In analyzing 
the influence of rectal therapy in the two groups of 
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cases he came to the conclusion that the rectal ad- 
ministration of solutions of salt, bicarbonate of soda, 
or glucose immediately before the termination of an 
abdominal section does not prevent or modify post- 


SURGERY OF THE 
HEAD 


Fischer, H.: Extirpation of One (Left) Adrenal 
Gland for the Cure of Epilepsy. Ann. Surg., 
1922, Ixxvi, 176. 

The author reviews the work done by Heinrich 
Fischer, who proved that the capacity of the body to 
react with convulsions is dependent on the amount of 
functionally active adrenal substance. The adrenals, 
and probably the whole chromaftin system, belong to 
the convulsive mechanism. Fischer’s experiments 
have shown also that there is a peripheral component 
of the cramp mechanism which is joined to the 
central component in the musculature by means of 
the peripheral nerves. On the other hand there is a 
direct continuation between the cerebral sympathetic 
system and the adrenals by means‘of the sympa- 
thetic nerves. The cortex of the adrenals, as part of 
the chromaffin system, is derived directly from the 
sympathetic system. A complete cycle of the cramp 
mechanism is hereby formed. 

The author reports a case of epilepsy of long 
standing in which he removed the left adrenal. 
Before the operation the patient had from ten to 
fifteen epileptic attacks every night. Although he 
has not been entirely cured, distinct improvement 
is noticeable. The attacks are less in frequency and 
intensity and there are intervals of complete freedom 
from convulsions. H. W. Fink, M.D. 


Blumberg: Irradiation of the Hypophysis in 
Hypophyseal Tumors and in Gynecological 
Diseases of Hypophyseal Origin (Ueber Hypo- 
physenbestrahlungen bei Hypophysentumoren und 
bei gynaekologischen Erkrankungen hypophysaeren 
Ursprungs). Muenchen. med. Wchnschr., 1922, \xix, 
739- 

The author reports four cases in which good re- 
sults were obtained by irradiating the hypophysis 
with mesothorium. The first was a case of tumor 
of the hypophysis in which disturbances of vision 
and beginning atrophy of the optic nerve were al- 
ready present in one eye, and the other eye was 
totally blind. In this case the trouble was brought 
to a permanent standstill by several series of 
irradiations of two hours’ duration each. The three 
other cases were those of women with dysmenor- 
rhoea on a hypophyseal basis. In two of these, 
distinct improvement was obtained; in one, the 
irradiation was given for only two and a quarter 
hours in all, while in the other, eight irradiations 
of from one hour to one hour and a half each were 
necessary. In the third case the result was negative. 

The treatment consisted in the application, close 
to the roof of the nasopharynx, of a preparation of 


operative emesis and that the influence of rectal 
therapy in the form of drips is due to the stimulation 
of peristalsis which lessens intestinal distentio: 

S. J. SEEGER, 


HEAD AND NECK 


mesothorium of about 50 mg. radium-bromide 
activity. This preparation was introduced with a 
sound and its radiation was filtered with 1 mm. of 
brass and a rubber finger. Its position was controlled 
by posterior rhinoscopy. MEYER (Z). 


Mintz, W.: Brain Surgery in the Occipital Fossx2 
(Hirnchirurgische Eingriffe in die Hinterhaupts- 
gruben). Arch. f. klin. Chir., 1922, cxix, 825. 

The author has performed twenty-six operations 
for conditions diminishing the space within the 
occipital fosse. Seven patients (25 per cent) were 
cured. Nineteen died sooner or later following the 
operation, the majority after the second stage. 
Tumors of the cergbellum appear to have a more 
unfavorable prognosis than cysts; the slow growth 
of cysts permits the establishment of a zone of 
defense. The reason for the poor results of opera- 
tions is found in the numerous anatomical condi- 
tions in the occipital fossa which are unfavorable 
to healing, viz., a variety of tissues with different 
degrees of viability, tendency toward healing, and 
readiness to react; rigid walls; angles; niches; 
hemorrhages difficult to manage; and the fluid 
which constitutes an excellent culture medium and 
by pressure may burst open wounds which are 
closed. The following causes are given especial 
mention: 

1. The injurious effect of anesthetics. Chloro- 
form and intravenous hedonal narcosis are distinctly 
dangerous. Local anesthesia and a slight degree of 
narcosis produced by ether are sufficient. 

2. Sepsis. To assure asepsis the second stage 
of an operation should not be performed until three 
or four weeks after the first, as previous to that time 
the desquamating scalp cannot be disinfected. 

3. Hemorrhage. From the standpoint of loss of 
blood the osteoplastic procedure is to be preferred. 
Emissary hemorrhages, the tearing of a vein run- 
ning from the plexus into the occipital bone, ham- 
orrhages from veins running from the sinuses to the 
surface of the cerebellum, and from the vessels in 
the bed of the tumor and the paratumoral vessels 
are dangerous. 

4. Pressure. The sudden release of pressure will 
usually lead to lessening of the headaches. 

5. The fluid. In many cases there was an ob- 
jectively demonstrable external hydrocephalus of 
intermittent character accompanied by pseudomen- 
ingitic symptoms of greater or less severity which 
set in: (1) as the result of the mechanical stimula- 
tion of the operation or the introduction of bacteria 
of low virulence, the quantity of fluid being normal; 
(2) when there was an increase of fluid before the 
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operation; (3) when the brain substance was de- 
stroyed mechanically by the removal of the tumor; 
(4) as the result of postoperative changes and 
irritation of a tumor not removed. ‘Transition 
stages were noted between the stage of excited 
function and that of pressure on the brain. Punc- 
ture performed in time prevented the pressure on 
the brain from reaching the stage at which paralysis 
is produced. Hydrocephalus, otherwise not a dan- 
gerous condition, is a serious complication in surgery 
of the occipital fossa because it may break open 
the newly formed scar; this was the cause of menin- 
gitis of insidious onset in a number of cases. 

6. The reaction of the medullary tissue. This 
cannot be overcome; early operation can only de- 
crease it. The extrusion method, the forcing out of 
the tumor by internal pressure after the brain 
tissue has been cut down upon and its removal in 
a second stage, spares the brain tissue but adds to 
the severity of the first stage. STREISSLER (Z). 


Collins, A. N.: Cerebellar Cyst. J.-Lancet, 1922, 
n.s. xlii, 385. 

The author reports a case of cerebellar cyst in a 
child aged 13 years. The patient complained of 
failing vision, more or less constant headache, 
nausea, occasional vomiting, unsteadiness in gait, a 
tendency to fall, and increasing deafness. Three 
weeks previously he had been sent home from school 
because of inability to see the blackboard. He was 
not so bright and active as formerly. 

The child was a well-developed boy. The eyes 
were prominent and there was nystagmus to the 
right. The pupils were dilated but reacted to light 
and accommodation. R.E.V., 3/10; L.E.V., 3/10. 
With a 4+ diopter lens the vision could be im- 
proved to 6/10 in each eye. The fundus examin- 
ation of both eyes showed the outlines of the optic 
disk to be indistinct. There was a choked disk of 
about 1 mm., and the blood vessels were dilated and 
tortuous. 

Conversational and whispered voice sounds were 
not heard in the right ear. The tuning fork was not 
heard by either air or bone conduction. In the left 
ear a low-pitched tuning fork was not heard and 
the sound of a high-pitched tuning fork was reduced. 

There was ataxia, dizziness, tinnitus aurium, and 
loss of corneal reflexes on the right side, exagger- 
ation of the reflexes, a positive Babinsky test, loss 
of strength of the right arm, and severe occipital 
headache. An acoustic tumor on the right side was 
suspected. 

The patient was operated upon by the two-stage 
method. At the first operation an opening was made 
in the cranium in the right cerebellar region and 
the wound closed. At the second operation through 
the previously made wound, the cerebellum herni- 
ated into the operative field. A cerebellar cyst was 
jound which extended from the left mastoid region 
to the midline. This cyst was thin walled and con- 
tained 3 oz. or more of fluid under great pressure. 
Parts of the cyst wall which could be caught up and 


peeled off were removed. The cavity was drained 
and closed. Iodoform gauze was applied externally 
around the drain. 

For a few days after the operation the patient 
was comfortable. The wound discharged fluid 
copiously. The drain was removed in two weeks. 
The fluid then diminished and the temperature 
(rectal) became suddenly elevated to 106 degrees F. 
With further discharge of fluid the temperature 
dropped. Cultures of the fluid were negative. 
Whenever drainage decreased the temperature be- 
came elevated. Movements of the limbs were 
ataxic. There was incontinence of faces, occasional 
vomiting, and cerebellar hernia. The patient be- 
came mentally dull, failed progressively, and died 
about two and one-half months after the operation. 
Autopsy was not permitted. 

In reviewing this case and the literature the author 
states that tumors in the cerebellar region are 
reputed to have the highest mortality of all brain 
lesions (45 per cent). Those in the parietal region 
have a mortality of 41 per cent. 

The author tabulates twenty-one cases of cere- 
bellar cysts in children up to 16 years of age who 
were treated by operation. There were three times 
as many patients between the ages of 10 and 16 
years. From the reported cases of the condition 
in children it appears that the operative mortality 
is low but it is possible that only the favorable cases 
have been reported. WALTER C. Burkert, M.D. 


Highsmith, E. D.: Plastic Surgery of the Face. 
Ann. Surg., 1922, Ixxvi, 129. 

The chief aim of plastic surgery of the face is to 
restore function and correct deformities. Scar tissue 
and trauma must be minimal. 

Among th: most common facial deformities are 
harelip and cleft palate. Harelip operations should 
be done early. After the operation the lip should be 
ma-saged to soften the scar. In the cases of infants 
the use of the pacifier is of value for this purpose. 

Cleft palate should be operated upon before the 
child begins to talk. 

In the reconstruction of the nose, an epithelial 
lining, a bone or cartilage framework, and a skin 
covering are the three essentials. The epithelial 
lining may be taken from the adjacent skin with 
a pedicle. Bone may be taken from the frontal 
region with the attached flap. Cartilage is probably 
best obtained from the ninth costal cartilage. It 
should be embedded in the flap about ten days prior 
to the operation. F. K. Hanset, M.D. 


Bockenheimer: Ankylosis of the Jaw and Its 
Treatment (Kicferankylosen und ihre Behandlung). 
Deutsche med. Wehnschr., 1922, xviii, 729. 

Conservative treatment of bony ankylosis is of 
no value. The condition must be treated surgically. 

Numerous operative methods have been proposed 

to avoid injury to the facial and parotid nerves but 

none of them has been entirely satisfactory because 
of the wide variations in the course of these nerves. 
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A new method in which an incision is made behind 
the ear with division of the auditory canal close to 
its exit from the skull is not only free from the 
danger of injuring the nerves but permits, after 
forward deflection of the ear, wider exposure and 
resection of the articulation of the jaw. 

A case is reported in which this operation was 
successfully performed on both sides. Narrowing 
of the cutaneous auditory canals has not occurred. 

RuGE (Z). 


Kuettner, H.: A Report on 266 Cases of Primary 
Carginoma of the Mucosa of the Mouth 
(Bericht ueber 266 Faelle von primaerem Carcinom 
der Mundschleimhaut). Muenchen. med. Wchuschr., 
1922, Ixix, 771. 

This report includes 155 carcinomata of the 
tongue, thirty-five of the floor of the mouth, fifteen 
of the buccal mucosa, twelve of the palate, and forty- 
nine of the tonsils. Histologically they were nearly 
all pavement-cell epithelial carcinomata showing 
more or less marked cornification, enly two being 
adenomatous cancers and two unusual forms. 
Eighty-one per cent of the patients were males. 
Forty-three per cent were heavy smokers and 22 
per cent—men exclusively—showed leukoplakia as- 
sociated with the carcinoma. In 33 per cent chronic 
traumatic irritation due to carious teeth or the 
pressure of prostheses was regarded as the respon- 
sible factor. More than three-fourths of the patients 
had definite metastases in the lymph nodes. 

The operation was developed into a standard 
technique and consisted of two parts: the most 
thorough extirpation of the lymph nodes in the neck, 
and the extirpation of the tumor, done in one or 
two stages according to the circumstances. As a 
result of the routine use of local anzsthesia the mor- 
tality was reduced to 4.4 per cent. The cleaning out 
of the entire }ymph node area of the neck was done 
through a crucial incision made from the chin to 
the sternum and transversely below the angle of the 
jaw and slightly arch-shaped between the sterno- 
cleidomastoids. The lymph nodes cleaned out were 
the submental, submaxillary, and deep cervical 
nodes on both sides up to the jugular vein and 
possibly up to the supraclavicular fossa; also both 
submaxillary salivary glands, the external maxillary 
artery being ligated. The double ligation of the 
lingual artery may be done easily at the same time, 
but in cases of advanced cancer and those of the 
tonsils unilateral or bilateral ligation of the external 
carotid artery between the lingual and superior 
thyroid arteries was done instead in order to ex- 
clude the collateral circulation through the inferior 
thyroid artery. 

The second part of the operation, the extirpation 
of the tumor, was done immediately after the 
operation on the neck when the carcinoma could be 
removed from the mouth without operating on the 
_ bone or possibly by transverse splitting of the 
cheek. When there was involvement of the anterior 
floor of the mouth, the median sawing-through of 


the lower jaw was done according to the Sédilot- 
Kocher method. In well-advanced cases of cancer 
reaching far back and also for cancers of the tonsils 
and palate, the lateral sawing-through of the jaw 
according to the von Langenbeck-von Bergmann 
technique with the cosmetic incision of Koenig ofiers 
the best approach. The suturing of the mucosa was 
done most carefully. 

Postoperative complications were the cause o/ 
death in 13. 9 per cent of the cases. Nineteen per 
cent of the patients lived longer than three years 
and 15 per cent lived longer than five years. 
Most of the recurrences were local and 11 per cent 
were in the glands. If the cases without recurrence 
for more than three years are considered as probably 
healed, the permanent cures equaled 17.2 per cent 
in the cases of carcinoma of the tongue, 11.7 per 
cent in the cases of carcinoma of the floor of the 
mouth, and 7.7 per cent in the cases of carcinoma cf 
the tonsils. 

Up to the present time the results of roentgen 
irradiation have been very unfavorable. Treatment 
with radium seems to be more promising in this field. 
The early diagnosis made from biopsy should be 
followed by operation immediately if the results 
are to be improved. Carcinoma is not excluded by a 
positive Wassermann reaction, as syphilitics, es- 
pecially syphilitic smokers, are predisposed to all 
kinds of cancers of the mouth. The routine use of 
local anesthesia and thorough extirpation of the 
lymph glands in the neck are the great technical 
advances in the treatment of carcinoma of the mu- 
cous membrane of the mouth. Bort (Z). 


NECK 


Neuber, E.: Villous Struma (Struma villosa). Or- 
vosképzés, 1922, xii, 89. 

The author reports the histories of ten cases of 
villous goiter treated by operation. The size of 
such goiters varies from that of a hazelnut to that of 
a man’s head. The tumors are sometimes solid, 
sometimes cystic. Neuber’s patients ranged in 
age from 16 to 72 years. The condition occurs with 
equal frequency in both sexes. 

The basic principle of the histologic structure is 
the villus covered with a single layer of epithelial 
cells. In certain areas, however, there may be a 
number of layers because of proliferation of the 
epithelial elements. When the tumor grows by 
infiltration into the connective tissue or the tissue 
of the thyroid gland it forms compact epithelia! 
casts in which cavity formation takes place. From 
the walls of these cavities the villi project. 

Langhans classed the villous goiter with malignant 
epithelial tumors, but more recent observations do 
not confirm this theory as some of the villous 
tumors are wholly benign while others vary in their 
malignancy. Those which are mildly malignant are 
characterized by local recurrence, while these which 
are very malignant form metastases. Metastasis 
belongs to the rarer phenomena as in most cases 
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there is only infiltration of the surrounding tissues 
or local recurrence. The villous nature of the 
goiter can be easily recognized if a smooth section 
is cut from the excised portion. Floating of the 
villi in water makes it possible to diagnose the con- 
dition with the naked eye. The villous tumor grows 
slowly, its development requiring months or years. 
The cause of the villous goiter is unknown. It 


SURGERY OF 


CHEST WALL AND BREAST 


Bevan, A. D.: Tumors of the Breast from the Stand- 
point of the General Practitioner and the 
General Surgeon. I/linois M. J., 1922, xlii, 85. 

The differentiation between a benign and a 
malignant tumor depends very largely upon whether 
the tumor is movable in the mammary gland 
tissue or adherent to the mammary gland tissue. 
A benign tumor is movable in the sense that when 
the mammary gland is held fixed with the thumb and 
finger the growth can be moved within the mammary 
gland tissue itself. This is not true of a malignant 
tumor or of chronic inflammatory processes in the 
breast. 

A malignant tumor of the breast with a good 
prospect of permanent cure by operation is the 
tumor which is seen so early that few, if any, of the 
evidences of the old classical picture are present, the 
diagnosis resting alone upon the discovery of a 
neoplasm adherent in the mammary gland and 
limited to the primary focus, there being no pal- 
pable involvement of the axillary lymph nodes. 

The author is in favor of opening a tumor of the 
breast and making the diagnosis from the gross 
pathology found. He recommends also making 
sections in doubtful cases and removing the breast 
later if necessary. There is no danger in doing this 
as cancer cells extend by a slow process of extension 
growth. 

The operative procedure shculd be a block dis- 
section under ether or gas oxygen anesthesia with 
careful dissection of the axilla. Cases with extensive 
axillary involvement should be treated with radium 
or the X-ray. 

The 50 per cent mortality of cancer of the breast 
is due to the cases which reach the surgeon late. 
With further education of the laity regarding 
tumors of the female breast this mortality should 
decrease. H. A. McKnicut, M.D. 


TRACHEA AND LUNGS 
Bogendoerfer, L.: Phrenicotomy in Bronchiectasis 


(Zur Phrenicotomie bei Bronchiektasie). Therap. d. 
Gegenw., 1922, lxiii, 203. 


The production of unilateral paralysis of the 
diaphragm by phrenicotomy in cases of bronchiecta- 
sis, first recommended by Stuertz in 1911, has been 
More recent research concerning 


little practised. 


is highly probable that its origin is not to be found 
in a single factor. From the clinical standpoint, 
the villous character of the goiter is of very great 
importance. Increased vital energy of the epithe- 
lium in villous growths should arouse the suspicion 
of malignancy. Nodules and cysts of entirely in- 
nocent aspect must be thoroughly removed with 
their capsules. VON LOHMEYER (Z). 


THE CHEST 


the effects of phrenicotomy (Kirschner) has shown 
that destruction of the function of the phrenic nerve 
converts the corresponding half of the diaphragm 
from a tonic muscle to a passively moved mem- 
brane and causes a decrease in the size of the pleural 
cavity and cessation of motion ef the lung, partic- 
ularly these portions which border on the diaphragm. 
In the treatment of bronchiectasis such inter- 
ference with the function of the phrenic nerve comes 
into consideration also when the usual treatment 
by pneumcthorax is prevented by the presence of 
broad pleuritic adhesions. 

After failure of the usual treatment in a case cf 
bronchiectasis in the right lower lobe a portion of 
the phrenic nerve 2 cm. long was resected above the 
scalenus muscle. The result was satisfactory. The 
affected half of the diaphragm remained motionless 
during quiet respiration and higher than the normal 
half. There was distinct improvement in the 
subjective symptoms. Difficulty in breathing did 
not develop. Objectively there was a decided de- 
crease in the amount of sputum and disappearance 
of the pathologic phenomena which were noted on 
auscultation. 

Unilateral phrenicotomy is therefore recom- 
mended by the author for the treatment of bron- 
chiectasis in the lowest portion of the lower lobe. 
According to Kroh, spontaneous reunion of the 
nerve ends occurs after four months and ultimately 
there is a complete return of the function of the 
diaphragm. When the freezing method is used 
regeneration requires six months (Trendelenburg). 

HaAuMANN (Z). 


Graham, E. A.: A Consideration of the Surgical 
Treatrent of Bronchiectasis. Souih. M. J., 
1922, xv, 639. 


The treatment of bronchiectasis has always been 
unsatisfactory. Certain cases of recent origin 
respond to the comparatively simple procedure of 
artificial pneumothorax and are rendered free from 
symptoms. In some cases a foreign body is present 
and should be removed. Radical surgery is probably 
unwise until less radical measures have been tried. 
The most radical measure is lobectomy. 

There are two principal methods of operating, 
one by an intercostal route and the other by pre- 
liminary resection of ribs. The former constitutes 
by far the most brilliant procedure and, when 
successful, causes the least deformity, but it is 
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more dangerous than the latter. The second method 
is the more laborious procedure, but safer as it can 
be done in any number of stages and practically 
insures against retraction of the bronchial stump 
into the mediastinum. 

The second operation is described essentially as 
follows: 

A crescentic incision is made with its convexity 
downward. It is begun at the level of the fifth rib 
about 2 in. from the vertebral column, carried 
across the eighth 1ib in the scapular line, and ended 
in the mammary line at the level of the sixth rib. 
The skin and fat are turned up and the latissi- 
mus dorsi is divided transversely to form part of 
the flap. Subperiosteal resection of the seventh, 
eighth, and ninth ribs is done from their angles to 
the anterior axillary line. The intercostal bundles 
are then ligated and removed. The flap is brought 
down and sutured in place without drainage. 

At the second stage the flap is elevated and the 
pleura opened. The adhesions about the diseased 
lobe are separated. If the other lobe is not ad- 
herent to the pleura, the diseased lobe, after being 
separated from the adherent structures, is sur- 
rounded and walled off by gauze packing and the 
wound is closed without drainage. The gauze is 
removed gradually and the space may be dakinized 
until it is clean. 

The amputation of the lobe may be carried out 
as soon as the patient is in good condition and the 
cavity is clean. Curved clamps are placed on the 
hilus and the lung is cut away distal to the clamps. 
Mass ligatures may be applied or the clamps left 
on to be removed in from five to seven days. One 
advantage in leaving the clamps in place is that the 
bronchial stump is firmly held so that it cannot 
possibly retract into the mediastinal space. The 
wound is not sutured, but the flap is allowed to 
fall into it. It should be irrigated carefully because 
a bronchial fistula is practically always present. 

H. A. McKnicut, M.D. 


Hirschboeck, F. J.: Postoperative Massive Collapse 
of the Lungs. Am. J. M. Sc., 1922, clxiv, 268. 


Hirschboeck reports three cases of postoperative 
massive collapse of the lungs. In a review of the 
literature he calls attention to the experiments of 
Lichtheim who produced this condition by blocking 
the bronchi with laminaria plugs. The air in the 
alveoli was absorbed by the circulating blood and 
massive collapse followed. Hirschboeck believes 
that as massive collapse of the lungs is so often a se- 
quela of diphtheritic involvement of the diaphragm, 
the lack of motility in the accessory muscles of 
respiration and the diaphragm favors plugging 
of the smaller bronchioles with mucus and absorption 
of the alveolar air by the circulating blood. 

A differential diagnosis must be made between 
pneumonia, hypostatic congestion of the lung, em- 
bolus, infarct, pleuritis, pneumothorax, and massive 
congestion. The outstanding signs and symptoms of 
pulmonary collapse are retraction of the affected 


side, if the condition is unilateral, and diaphrag- 
matic and cardiac displacement. The general symp- 
toms are less severe than those of pneumonia and 
embolism. Very marked dullness, an extreme in- 
crease in the breath sounds (not constant), scant 
expectoration, and comparative absence of consti- 
tutional signs and X-ray findings are also charac- 
teristic. 

Hirschboeck concludes with the ambiguous 
statement that the prognosis is invariably good but 
bilateral cases or cases affecting more than one 
lobe are more apt to be fatal, particularly when the 
subject is debilitated. Rapa B. Berrman, M.D 


HEART AND VASCULAR SYSTEM 


Nippe: A Bayonet Puncture Wound of the Heart 
(Bajonettstichverletzung des Herzens). Zischr. f. d. 
ges. gerichtl. Med., 1922, i, 368. 


In the case of a man 30 years of age who was killed 
by a puncture wound of the heart due to a bayonet 
the autopsy performed four hours after death 
showed the contracting effect of cardiac rigor mortis 
with contraction of the right ventricle. This case 
is of medicolegal importance as it was possible to 
prove by the testimony of reliable witnesses that 
the patient whose heart was punctured transversely 
still had the power of bending down to lift a heavy 
board| weighing several kilograms and_ throwing 
it at his assailant a distance of 5 meters. 

SCHENK (Z). 


PHARYNX AND CSOPHAGUS 


Buchmann, E.: A Contribution to the Differential 
Diagnosis of Retropharyngeal Tumors (Beitrag 
zur Differentialdiagnose der retropharyngealen 
Geschwuelste). Schweiz. med. Wchnschr., 1922, lii, 
492. 

An interesting case of retropharyngeal sarcoma is 
reported. The first symptom was difficulty in swal- 
lowing. A smooth, rounded prominence involving 
the entire pharynx and covering the entrance to 
the larynx was visible on the posterior pharyngeal 
wall. The pharyngeal mucosa was red, but the 
larynx was normal. The tumor was quite firm, 
tense, elastic, non-fluctuating, and not painful. 
There was no radiating pain toward the ear or the 
back of the head, no widening of the veins of the 
neck due to pressure upon the internal jugular vein, 
and no disturbance of the vagus or the sympatheti: 
nerves. 

Biopsy revealed a spindle-cell sarcoma. Dee} 
roentgen-ray treatment was without effect. Death 
resulted from cardiac paralysis. Autopsy revealed 
a secondary sarcoma originating in a retrovisceral 
struma. In contrast to the usual findings in cases 
of malignant struma, no metastases were demon 
strable. 

The author discusses also other diseases cf the 
posterior pharyngeal wall, especially the varieties of 
tumor found in that region. DEESECKER (Z). 


7 
i 
5 
1 
} 
Pi 
4 
. 
: 
ee, 


GENERAL SURGERY — SURGERY OF THE CHEST 407 


Oppikofer, E.: Forty-One Foreign Bodies in the 
(Esophagus Diagnosed and Removed with the 
Aid of sophagoscopy (41 Fremdkoerper der 
Speiseroehre diagnostiziert und entfernt mit Hilfe 
der Ocsophagoskopie). Schweiz. med. Wchnschr., 
1922, lii, 519. 


In all of the cases reported the foreign body was 
removed successfully; there were no deaths. Six 
of the patients had also a stenosis due to erosion. 
In six cases the foreign bodies were dental prostheses, 
four of which became loosened during the night and 
two by trauma. The foreign body lay between the 
mouth of the oesophagus and the bifurcation of the 
trachea in forty-one cases and deeper in only two. 

In the cases of children the foreign body was 
usually a toy (coin or tin whistle), while in the cases 
of adults they were bones, dental plates, or fishbones. 
Not only pointed and irregularly shaped fereign 
bodies, but also smooth objects may lead to per- 
foration and bleeding from erosion due to pressure. 
One patient was first treated after six years, at 
which time the fcreign body (coin) first caused per- 
foration and the formation of a peri-cesophageal 
abscess. In another case a trouser button was lodged 
in the oesophagus for six weeks. The rest of the 
patients were treated after a few hours (twenty-four) 
or a few days (fifteen). 

The statements of the patients were usually found 
reliable and the localization was fairly accurate. 
In some cases the foreign body may have left the 
cesophagus, but when this has occurred the symp- 
toms are less severe. 

The foreign body could never be felt by palpa- 
tion, but when the object was pointed palpation 
frequently produced intense pain. Laryngoscopy 
frequently showed submucous hemorrhages indi- 
cating that the foreign body had forced its way 
through. Visualization of the hypopharynx may be 
facilitated by drawing the larynx forward with the 
Siebenmann laryngeal hook. In the cases of children, 
suspension laryngoscopy has been found to render 
excellent service. 

A pathognomonic sign of the presence of a foreign 
body, especially when it is located high in the 
cesophagus, is a large quantity of air-containing mu- 
cus in the pyriform sinus, similar to that regularly 
found in pharyngo-cesophageal pulsion diverticula. 
Roentgenography is also of value as foreign bodies 
not producing shadows can be made visible by the 
administration of a barium suspension. When this 
is done, however, the foreign body is rendered less 
distinctly visible in the subsequent extraction. 

The use of blind extraction devices (fishbone 
catcher) or the stomach tube should be entirely 
abandoned because of the danger of perforation. 
Occasionally a foreign body glides farther down into 
the stomach as the result of the dilation of the 
cesophagus by the cesophagoscope, an occurrence 
which is very desirable. The extraction of a foreign 
body under the fluoroscope is uncertain and dan- 
Deus (Z). 


gerous. 


Koenig, F.: An Operation for Diverticulum of the 
(sophagus (Zur Operation des Ocsophagus- 
divertikels). Deutsche med. Wchnschr., 1922, xviii, 
719- 

Koenig discusses the various operations for diver- 
ticulum of the cesophagus and states that all me- 
thods of suturing and extirpation may be followed 
by complications such as fistula formation and 
pneumonia. Primary excision and suture of the 
cesophagus is attended with a mortality of 10 per 
cent. The author has therefore followed a different 
course, which he calls “‘diverticulo-fixation.’”’ The 
diverticulum is exposed down to its base, expressed, 
and drawn upward under the omohyoid muscle, and 
fixed to the periosteum of the hyoid bone. Two 
cases are reported in which this method was used 
with excellent results. The advantages of the pro- 
cedure are that the patient may be fed immediately 
after the operation, a factor of particular importance 
in cases of emaciation, and that the formation of a 
fistula is avoided. Whether the condition will recur 
or not is not yet known. NorpMANN (Z). 


Allen, D. S.: Experimental Reconstruction of the 
(sophagus with Autogenous Fascia Lata 
Transplants. Ann. Surg., 1922, lxxvi, 157. 


In an experimental study on dogs it has been 
found possible to reconstruct portions of the entire 
circumference of the cesophagus with fascia lata 
transplants. One of the chief obstacles to be over- 
come in work on the oesophagus is infection because 
of the fact that the tube traverses the mediastinum. 
The technique in operations upon the cesophagus 
must include rigid asepsis embracing the principles 
of ‘“‘no hand touch” surgery. Even the suture 
material must be handled with forceps, and the 
needles threaded with instruments. Fascia seems 
to be the tissue of choice or reconstruction. Fine 
catgut should be used for suture material rather 
than silk or linen. 

The best results were obtained by performing a 
two-stage operation on the cervical portion of the 
cesophagus. At the first operation two tubes of 
fascia were placed around the entire circumference 
of the cesophagus to form an inner and an outer 
tube. The inner tube was intended to serve only as 
a temporary structure to prevent that portion of the 
cesophagus from becoming adherent to the outer 
tube which was to be substituted for the resected 
portion of the cesophagus. At the second operation 
the outer fascial tube was split longitudinally over 
the portion of oesophagus to be removed along 
with its inner adherent tube of fascia. Stenosis of 
the oesophagus invariably occurred and was at- 
tributed to the small amount of fascia available in 
the dog. Leakage of contents was prevented by the 
two-stage operation. 

Experiments in which intrathoracic resection of 
the oesophagus was performed were uniformly 
fatal because of infection and leakage. 

H. W. Fixx, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Stokes, A. F.: Strangulated Right Inguinal Hernia 
Containing the Stomach and Transverse Colon. 
Med. J. Australia, 1922, ii, 187. 


The patient, a weak-mined deaf mute of 42 years, 
a chronic asthmatic, and a very thin man of poor 
physical development, had had an inguinal hernia 
on the right side since childhood and had always 
suffered from indigestion. He had never worn a 
truss. At times the hernia became very difficult to 
reduce. 

Recently the hernia reached the size of a fully 
distended bladder, became painful, and on two 
successive days could not be reduced. Attempts at 
reduction under chloroform anesthesia also failed. 
The sac was semi-translucent. 

At operation an incision was made over the neck 
of the sac from just above the internal ring down- 
ward for 10cm. The pillars of the external ring were 
divided and the tissues separated down to the sac. 
When the sac was opened it was found to contain 
the larger portion of the stomach, the transverse 
colon, and a portion of omentum which was adherent 
to the base of the sac. A strand of omentum, the 


‘only strangulated tissue, was tied off. The contents 


of the sac were easily returned to the abdominal 
cavity. A modified Bassini operation was done. The 
stump of the sac was sutured upward and outward 
behind the internal oblique muscle. 

Seven days after the operation the lower limit of 
the stomach was just above the pubis. One month 
later the stomach was in its normal position in the 
epigastrium. 

The patient made a complete recovery, and his 
asthmatic condition was improved. 

WatterR C. Burket, M.D. 


Neuffer, H.: A Modification of the Bassini-Hacken- 
bruch Operation for Inguinal Hernia (Ueber 
eine Modifikation der Leistenbruchoperation nach 
Bassini-Hackenbruch). Zentralbl. f. Chir., 1922, xlix, 
669. 

The author proposes a slight modification of the 
Bassini-Hackenbruch operation for inguinal hernia 
by means of which the hernial opening is closed 
more surely with maintenance of a newly formed 
inguinal canal. 

After the median border of the aponeurosis of 
the external oblique muscle has been sutured to 
Poupart’s ligament, a triangular flap is cut from the 
lateral leaf of the aponeurosis with its base at Pou- 
part’s ligament, drawn over the hernial orifice and 
under the displaced vas deferens, and then sutured 
to the aponeurosis of the external oblique muscle 
(duplication of the aponeurosis). The part of the 
lateral aponeurotic flap remaining is used for the 
formation of a short oblique inguinal canal in the 
anterior abdominal wall. Dencks (Z). 


GASTRO-INTESTINAL TRACT 


Schulte, F.: Cystoid Pneumatosis of the Intestines 
in Man (Ueber Pneumatosis cystoides intestini 
hominis). Arch. f. klin. Chir., 1922, cxx, 138. 


The author reports the case of a farmer, 36 years 
old, who suffered with gastric symptoms for three 
years. As these increased continuously, and as finally 
ileus developed, the patient was operated upon. 
Numerous firm adhesions between the lower surface 
of the liver, the hepatic flexure of the colon, and the 
pylorus were discovered. In the search for the small 
intestine a lower coil of the ileum was found to be 
covered with numerous, lentil-sized light cysts from 
which air escaped on puncture. The serosa of 
the rest of the small intestine showed single, yel- 
lowish-white stipplings. The coil of the small intestine 
covered with cysts was resected for a distance of 20 
cm. The patient died from pneumonia. 

The peritoneum of the resected portion of gut 
was thickened, non-transparent, and nodular. In 
one area there were knotty formations on both sides 
which were covered by large and small air-filled 
cysts. A transverse section showed that the cysts 
extended to the muscularis. In certain spots the mu- 
cosa and submucosa also exhibited small cysts. The 
largest cysts were the size of a cherry. The cysts 
were lined with a single layer of flat cells. In some 
places there were also leucocytic infiltrations, 
lymphocytes, polynuclear cells, and large giant cells. 

In connection with the description of this case the 
author discusses this rare disease which Hahn de- 
scribed first in 1899. 

Up to the present time seventy-four cases have 
been reported in the literature. The pneumatosis 
does not occur alone, but usually follows chronic 
intestinal diseases, gastric or duodenal ulcer, intes- 
tinal tuberculosis, appendicitis, or cardiac defects 
with secondary congestive catarrh. It develops most 
frequently in the lower ileum, the colon, stomach, 
and mesentery. The nature of the gases contained 
in the cysts has not yet been definitely determined. 
There is no agreement regarding the cause of the gas 
formation. The mechanical and bacterial theories 
are opposed to each other; the bacterial theory is the 
more probable as bacteria are frequently found in 
the cysts. These are anaerobic organisms which 
penetrate into the intestinal wall from the mucosa 
by way of the lymph channels. 

The syndrome of pneumatosis is not uniform, but 
is characterized chiefly by gastric and intestinal 
stenosis. Therapeutically, resection of the diseased 
part with entero-anastomosis comes up for considera- 
tion. It is very probable that in some instances the 
cysts heal spontaneously; this theory would explain 
the small light cicatrices and nodules present on the 
serosa. 

The article is supplemented by an extensive bibli- 
ography. VON TAPPEINER (Z) 


. 
| 
j 
| 
4 
3 
fi 
F 
| 


GENERAL SURGERY — SURGERY OF THE ABDOMEN 


Judd, E. S.: Excision of Ulcer of the Duodenum. 
J.-Lancet, 1922, n.s. xlii, 381. 

The immediate and ultimate results of gastro- 
jejunostomy performed for ulcer of the duodenum 
are very satisfactory. Several considerations are 
essential to these good results: first, the operation 
must be decided on after the ulcer has been demon- 
strated; second, the mechanical rearrangement of the 
stomach and intestine and the technique for joining 
the two must follow the plans made by surgeons 
with the widest experience; third, any co-existing 
foci of infection which might later lead to recur- 
rence of the duodenal ulcer must be removed at the 
time of, or very soon after, the operation; and fourth, 
certain regulations of diet following the gastro-en- 
terostomy must be prescribed. 

Gastro-enterostomy does more than effect symp- 
tomatic relief. That it causes a definite change in 
the ulcer itself is certain, but whether or not all 
ulcers of the duodenum heal after gastro-enterostomy 
is still an open question. The return of hemorrhage, 
even several years after the operation, in cases in 
which an ulcer of the duodenum has caused severe 
bleeding, would seem to indicate that occasionally 
ulcers do not heal completely as a result of this 
operation. 

Careful macroscopic and microscopic studies of 
the tissues have proved that inflammatory lesions 
of the duodenum are of two distinct types: the 
true ulcer and the duodenitis type of lesion which 
is more definitely inflammatory. The second type 
is not a healed true ulcer but a distinct lesion. In 
the first type there is definite congestion and 
stippling of the peritoneal coat, and the induration is 
usually rather extensive so that the lesion can be 
palpated and recognized as an ulcer with a crater. 
The second type is more markedly congested and 
stippled than the true ulcer; usually there is very 
little, if any, induration in the tissues. In many 
cases palpation of this lesion does not differ from 
palpation of the normal duodenum. If it were not 
producing symptoms the condition might be called 
a healed ulcer. Histologically it is similar to the 
submucous ulcer sometimes found in the urinary 
bladder; clinically there is little difference between 
the two types and their designation has no bearing 
on the diagnosis or treatment, though it may afford 
suggestions with regard to the etiology and is of 
interest from the pathologic standpoint. It has re- 
cently been demonstrated, contrary to our former 
opinion, that very severe hemorrhages may occur 
in cases of duodenitis. 

In view of the good results obtained it seems best 
to continue to treat duodenal ulcer by means of 
gastro-enterostomy, giving care to the selection of 
cases and the performance of the operation. Py- 
loric occlusion, as a preliminary to gastro-enteros- 
tomy, has been practically abandoned as an un- 
necessary procedure. 

In certain cases, however, excision of the ulcer 
seems preferable to gastro-enterostomy, and to 


this group of cases particular attention is given in 
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this article. Although the author has performed 
several different types of plastic operations on the 
pylorus, in the cases in this group operation was not 
performed on the pylorus or stomach. Excision of 
the ulcer, if it can be performed readily, is preferable 
to gastro-enterostomy in the following instances: 
when the entire ulcer can be excised and the duode- 
nal lumen maintained; when the ulcer is of the type 
that bleeds during an attack; when localized pain is 
one of the chief symptoms and dyspepsia is slight or 
absent; when the gastric acids are not high; and 
especially when the patient has a tendency to neu- 
rasthenia. The excision of the duodenal ulcer or 
ulcers and the reconstruction of the duodenum are 
accomplished as simply as possible. The operation 
is based on the belief that the lesion is the cause 
of the symptoms and that its removal will be all that 
is necessary for complete relief. 

The author does not make a plea for excision of the 
ulcer. On the contrary, he is convinced that the ope- 
ration has its limitations and that it should not be at- 
tempted unless its technical steps can be performed 
satisfactorily. However, in selected cases quite as 
good results will be obtained by this means as could 
be secured by any form of pyloroplasty or by 
gastro-enterostomy and with a little less risk to the 
patient and the preservation of the normal anatom- 
ical and physiological relationship of the stomach, 
duodenum, and jejunum. The incision into the 
duodenum is made transversely on a line parallel 
with the ring fibers of the pylorus. The upper 
transverse incision is usually placed just below the 
pyloric muscle, and the lower one far enough below 
the ulcerated area to pass through good tissue. After 
the ulcerated area has been removed the entire sur- 
face of the mucous membrane of the duodenum and 
the pyloric end of the stomach are exposed for in- 
spection. 

In some of the cases of multiple ulcers it has 
seemed best to cauterize and suture over the deep 
ulcers and finish with a gastro-enterostomy. In most 
cases, however, the author is able to destroy all of 
the ulcers with preservation of a good duodenum. 
After the deep ulcers have been sutured over, the 
opening on the anterior surface is closed with three 
layers of sutures, the pyloric end of the stomach 
being thus sutured to the anterior surface of the 
duodenum. The entire duodenal cap is destroyed, 
so that a roentgenogram made after the operation 
reveals much the same deformity as that produced 
by the ulcer, a point which should be borne in mind 
in the interpretation of postoperative roentgen-ray 
findings. 

This operation has been performed in 141 cases 
in the Mayo Clinic with satisfactory results; the 
immediate results are very gratifying, and the con- 
valescence is easier than that following operation 
on the stomach. In most of the cases the functional 
result was good and there was a marked reduction in 
acid. 

Finsterer, Nowak, and Roeder have 
similar operations with good results. 
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Strauss, A. A.: The Surgical Treatment of Car- 
cinoma of the Colon with a New Method of 
Making the Operative Field Extraperitoneal 
by Means of the Omentum. Surg. Clin. N. Am., 
1922, li, 845. 


The prognosis of carcinoma of the colon is more 
favorable than that of carcinoma elsewhere be- 
cause a radical operation may result in a cure 
or give the patient a large number of years before 
the formation of metastases. This is due to the 
fact that the neoplasm may be discovered early 
by means of the X-ray, the growth of a colonic 
carcinoma is comparatively slow, and the majority 
of cancers of the colon are of the scirrhous type which 
reaches the lymphatics comparatively late. 

Technical difficulties of surgery of the colon as 
compared with surgery of the small intestine are due 
chiefly to the presence of colon bacilli and the 
inflammatory process which is always associated 
with carcinoma. 

Of the earlier operations the three-stage Mikulicz 
procedure was devised to do away with peritoneal 
infection. The objection to this method is that the 
bringing down of the bowel prevents the most 
radical removal of the carcinomatous area and the 
adjacent colon, lymph vessels, and glands. In the 
author’s opinion the ideal surgical procedure is 
a method by which the cancer and its neighbor- 
ing tissue can be thoroughly and completely 
removed and the continuity of the bowel restored 
by end-to-end anastomosis. Leakage at the line of 
union can be prevented by applying the free edge 
of the attached omentum around the colon in such 
a way as to make that part of the colon extra- 
peritoneal. 

The case is reported of a 52-year-old man with a 
definite large mass which could be felt through the 
rectum. The X-ray proved the growth to be a car- 
cinoma of the lower sigmoid and upper rectum. 
The symptoms consisted of severe cramps and pain 
during bowel movements, the passage of a slight 
amount of blood and mucus, and a Joss of i5 lb. in 
weight. 

When the peritoneum was opened a_ freely 
movable carcinoma involving the upper rectum and 
lower sigmoid and about the size of a man’s fist 
made its appearance. There was no glandular 
involvement. The mesenteric blades on each side 
of the rectum and sigmoid were caught with clamps 
and divided. In this manner the entire portion of 
the rectum clear down to the external sphincter 
was freed by dull finger dissection without any dif- 
ficulty. 

There was no bleeding. Intestinal clamps were 
then applied above and below the carcinomatous 
mass, a pursestring suture of silk was placed about 2 
in. above the first clamp on the sigmoid side, and a 
second pursestring suture below the second clamp 
on the rectal side. The bowel was then divided 
between the sutures and the clamps cut away by 
means of an electric cautery. The sigmoid portion 
was freed by dividing some of its mesenteric attach- 


ments and the outer blade of the parietal perito 
neum so as to make it quite movable. The sphincier 
of the rectum was stretched, a rubber catheter passed 
up through the rectum to the point of the suture, 
a ligature placed through the bowel and cathetcr, 
and the entire portion of rectum everted through 
the anus by traction on the catheter. A catheter 
was then attached to the sigmoid portion of the 
divided bowel and pulled through along the course 
of the rectum and through the everted bowel. ‘The 
mesenteric vessels were ligated and sutured, the 
entire peritoneal surface closed around the drawn- 
through sigmoid, and the abdomen closed. The 
everted rectum was amputated at the level of the 
anus and an end-to-end anastomosis with inter- 
rupted sutures made with the cut end of the sig- 
moid. The bowel was then pushed up and fixed in 
position with a small amount of gauze. 

The entire surgical procedure was extraperitoneal. 
In eight to ten days there was a slight amount of 
sloughing from the region of the anastomosis, but 
in three weeks the rectum showed a well-formed 
union. This type of operation is more success/ul 
in the female than in the male. 

A second case reported was that of a woman 48 
years old who had had symptoms of acute olb- 
struction two and a half months previously, for 
which a temporary cxecostomy was done. 

The carcinoma was located in the lower descend 
ing colon and the upper sigmoid. A left rectus in- 
cision was made from above the umbilicus to the 
inguinal region. When the peritoneum was opened 
a very freely movable mass in the upper sigmoid 
was seen. By splitting the outer blade of the 
mesocolon the tumor was lifted out through the 
abdomen. 

Two intestinal clamps were then applied 3 in. 
above and 2 in. below the tumor, and the bowel was 
divided between the clamps by means of an electric 
cautery. The mesenteric vessels were caught and 
the entire mass was dissected away, the blood ves 
sels being ligated as before. An end-to-end anasto 
mosis was then made. The first suture, a through-and- 
through interrupted suture, was placed nearest 
the mesentery and tied. The other two were mat- 
tress sutures. Three more sutures were inserted, 
one at each side and one above. These were through- 
and-through sutures which were held but left un 
tied. The next step was a simple over-and-over su 
ture going through all the coats, mucosa, muscularis, 
and peritoneum. 

The great omentum was divided between ligature 
on the right side near the pyloric end of the stomac! 
to allow it to swing freely over the field of operation. 
It was then sutured around the entire peritoneum 
and the incisional wound so that it covered thi 
entire colon and practically shut off the general 
abdominal cavity. Besides preventing leakage and 
adhesions it also afforded a new collateral circulation 
as its blood vessels penetrated and became anasto 
mosed with those in the bowel wall. The abdomen 
was then closed. Dan MELLEN, M.D. 


ay 
iy 
| 
{ 
; 
=, 


GENERAL SURGERY — SURGERY OF THE ABDOMEN 


Delore, X., and Devaux, A.: The Surgical Treat- 
ment of Pyostercoreal Fistulz (Conduite du 
traitement chirurgical dans les fistules pyo-ster- 
scorales). Lyon chirurg., 1922, xxix, 285. 


The authors discuss cases reported in recent liter- 
ature in which pyostercoreal fistule in healthy 
intestinal loops were treated by the indirect method 
of intestinal exclusion followed by secondary re- 
section of the excluded loop. Frequently such 
operative measures have been followed by death 
or have proved inefficacious. 

Bilateral exclusion is a grave source of peril 
(peritonitis), and in many cases may complicate 
the subsequent resection. 

In the authors’ opinion the operative treatment of 
pyostercoreal fistula should be carried out by the 
direct method, i.e., cleansing drainage of the pyo- 
genetic cavity until it has become dry and the fistula 
has reached the clear stage followed by enterectomy 
or lateral enterorrhaphy. 

The authors report nine cases treated by their 
method with excellent results. W. A. BRENNAN. 


De Aragon, E. R.: Incipient Endothelioma of the 
Czecum Simulating Appendicitis (Endotelioma 
incipiente del ciego simulando una apendicitis). 
Arch. d. Hosp. Municipal dela Habana, 1922, i, 141. 

The author reports the case of a man aged 4o 
years whose condition was diagnosed as appendi- 
citis. When the abdomen was opened the appendix 
appeared normal but a constricting band was found 
on the cecum about two fingerbreadths from the 
ileocecal valve. To the latter a loop of colon was 
adherent. The cecum and part of the ascending 
colon were removed and the continuity of the intes- 
tine was restored by side-to-side anastomosis of the 
ileum to the transverse colon. 

On examination of the sectioned part of the tract 
a thorn was found in the lumen of the cacum sur- 
rounded by a zone of induration. The patient made 
a good recovery. 

Histologic examination of the lesion led to a 
diagnosis of endothelioma. The thorn had been 
swallowed ten years previously. The symptoms 
observed since then consisted of intense gastralgia 
while the foreign body remained in the stomach, and 
colic and peri-umbilical pain suggesting appendicitis 
when it passed to the caecum. W. A. BRENNAN. 


Whiteford, C. H.: The Chronic Appendix. Prac- 
titioner, 1922, Cix, 155. 

_ The author believes that the diagnosis of chronic 
inflammation of the appendix as a condition re- 
quiring operation should be abandoned. He main- 
tains that the enormous number of abdominal ail- 
ments now diagnosed as chronic appendicitis are 
chiefly conditions of varying causation for which 
the appendix is not responsible. 

Among such conditions he mentions the case in 
which the appendix shows only microscopic pathology 
or only a developmental anomaly, the case in which 
the symptoms are due to disease in an organ other 
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than the appendix, the case of abdominal pain in a 
neurasthenic or tabetic or subject of enterospasm, 
and the case of abdominal pain associated with 
visceroptosis. He believes that if these classes of’ 
cases are removed from the category of chronic 
appendicitis the latter type of case will be prac- 
tically non-existent. 

Whiteford is convinced that after the removal of 
the appendix in a case diagnosed as chronic appen- 
dicitis the symptoms persist or may even become 
more severe. The partial temporary relief obtained 
in a few cases he believes is due to the psychic effect 
of the operation. The statement is often made 
that removal of the chronic appendix does no harm. 
Removal of the appendix itself may be innocuous, 
but the operation for its removal is a frequent 
cause of trouble, both immediate and remote. 

In Whiteford’s opinion the chronic appendix 
theory produces laxity in diagnosis and because the 
operation is done on such a diagnosis the incision is 
made so small that thorough examination of the 
abdominal contents is a mechanical impossibility. 
Moreover, because of its failure to cure and because 
of its after-effects the operation for chronic ap- 
pendicitis is producing doubt in the minds of 
laymen regarding the necessity for operation in 
acute appendicitis and mistrust of the integrity of 
the surgeon. He concludes that the chronic ap- 
pendicitis theory, judged by the ability of the 
operation for the removal of the appendix to over- 
come the symptoms, is found wanting. 

O. S. Proctor, M.D. 


Sudeck, P.: An Operation for the Correction of 
Prolapse of the Rectum by Removing the 
Rectum from the Sacral Fossa (Rectumpro- 
lapsoperation durch Ausloesung des Rectums aus der 
Excavatio sacralis). Zentralbl. f. Chir., 1922, xlix, 
608. 


The operation consists of the separation of the 
pelvic colon from the sacral fossa, followed by 
complete stretching of the ampulla and displacement 
of the pelvic colon from the lesser pelvis into the 
abdominal cavity. The fixation is accomplished by: 
(1) fixing the ampulla at the promontory; (2) 
lifting the cul-de-sac of Douglas and fixing the pelvic 
colon to the peritoneum by suture; and (3) fixing 
the ampulla to the sacrum by means of adhesions. 
Following resection of the coccyx the sacral fossa is 
drained. 

The author has operated successfully on three 
cases by this technique. Dencks (Z). 


Boas, J.: The Treatment of Hemorrhoids by In- 
jection (Ueber die Injektionsbehandlung der 
Hemorrhoiden). Med. Klin., 1922, xviii, 753. 

During the past six years the author has treated 

130 cases of hemorrhoids by injections of 96 per 

cent alcohol. This has proved an excellent method 

of radical treatment, seldom failing to effect a cure. 

A recurrence developed in only six cases. In most 

instances the method brought about a cure without 
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complications within eight or ten days; the picture 
is that of aseptic thrombosis. 

The method is used chiefly for internal (intra- 
rectal) piles, being employed for intra-anal piles 
only when they are soft and thin-walled. Internal 
piles must be brought outside of the anus so that 
the operator can ascertain their number and size 
and determine their limits in relation to the mucous 
membrane. This is best done with Bier’s suctorial 
discs which, under local anzsthesia, may be left in 
position until the piles do not recede after their 
removal. 

There must be no trace of alcohol on the needle 
as otherwise necrosis and suppuration will occur in 
the thin wall of the vein. The amount of alcohol 
injected should be as small as possible—for large 
piles, 0.5 to 1.0 c. cm. All the piles are treated at 
one time. Subsequent pain is rare. From one to 
two hours afte: the injection many patients com- 
plain of a feeling of pressure in the rectum. This is 
due to intense swelling of the piles which must be 
reduced as carefully and as quickly as possible after 
the injection. If the piles remain in the anal rim 
they often become gangrenous, a condition which 
hinders healing and causes pain. Even when they 
are situated just above the anus, it is not always 
possible to obtain an aseptic thrombosis. Apparent- 
ly the piles are easily infected from the outside, 
then becoming gangrenous. 

The patient must remain in bed from four to 
five days, until the first bowel movement is ob- 
tained by the aid of mineral water; this is usually 
quite painless. The injection must not be given as 
ambulatory treatment for under such conditions 
embolism may result. 

Absolute indications for the radical removal of 
hemorrhoids by operation or injection are piles 
which continue to prolapse, symptoms of strangula- 
tion, and continuous hemorrhage even though 
slight. Injection is as successful as operation. In 
addition, it possesses the advantage of simplicity 
and is less apt to be followed by complications in 
the after-treatment. Paresis and stenosis of the 
sphincter, frequent serious sequela of radical 
methods of operation, cannot follow injection. 

Tromp (Z). 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Giordano, D.: Enucleation of an Adenoma of the 
Liver (Enucleazione di un adenoma del fegato). 
Riforma med., 1922, Xxxviii, 798. 

Tumors in the body of the liver are usually in- 
operable. The case reported by Giordano was that 
of a man 56 years old. Examination revealed a 
growth to the left of the median line which was 
evidently connected with the liver. The X-ray 
findings corresponded with the palpatory findings. 
At operation the stomach and gall-bladder were 
found normal but the left lobe of the liver showed 
a smooth, elastic lump with a thin hepatic paren- 
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chyma which was lighter in color than the rest of the 
organ. Exploratory puncture drew only blood. A 
breech was made between the hepatic parenchyma 
and the tumor and the latter gradually freed with 
the fingers. 

The tumor occupied the entire thickness of th« 
hepatic lobe and toward its upper pole communi- 
cated with the parenchyma by a large vessel. The 
latter was ligated and sectioned. The cavity left 
on removal of the growth was closed by approx- 
imating the edges with catgut sutures. The sutures 
held well as the edges of the parenchyma bordering 
the tumor were thickened. A gauze drain issuing 
through the upper angle of the wound was left in 
for four days, after which time there was no loss of 
bile. The tumor was encapsulated and the size of a 
fist. The postoperative course was excellent and 
the patient left the hospital two months after the 
operation. Examination showed the growth to be 
an adenoma. W. A. BRENNAN. 


Tsujimura: Ascaridiasis of the Biliary Passages 
(Ueber die Ascaridiasis der Gallenwege). Deutsche 
Zischr. f. Chir., 1922, clxxi, 398. 


Tsujimura reports thirty-three cases in which 
ascarides were discovered in the biliary passages at 
operation. In eight cases there were no stones. The 
clinical symptoms produced by the worms were 
those of cholelithiasis. The attacks of pain were 
caused by the penetration of the worms into the 
papilla of Vater. Icterus may be absent when the 
duration of the biliary stasis is not sufficient for 
its development during the passage of the worm 
through the papilla of the duodenum. In many 
cases there is vomiting, and in a few, ascarides are 
expelled in the vomitus. 

An ascaris placed in bile obtained aseptically and 
kept at body temperature lived for eight days (the 
bile undergoing putrefaction) and for three addi- 
tional days in sodium chloride solution. Another 
ascaris lived for eleven days in ascitic fluid contain- 
ing bile. 

The treatment of ascaridiasis of the biliary pas- 
sages is surgical. In most cases cystostomy is 
sufficient as the gall-bladder is usually changed only 
a little or not at all. Of the thirty-three cases re- 
ported, thirty-one were taken from the literature and 
two from the surgical service of Aryama. 

DeEnckKs (Z). 


Kauert, W.: Obstruction of the Common Bile Duct 
by Ascarides (Choledochusverschluss durch Aska- 
riden). Beitr. 2. klin. Chir., 1922, cxxvi, 387. 


A case is reported in which ascarides were found 
on examination of the stools and were expelled 
following the administration of a vermifuge. Be- 
cause of associated severe attacks of pain in the 
region of the stomach and slight icterus, a diagnosis 
of cholangitis due to ascarides was made. At 
operation a hard mass was found in the common bile 
duct. This was considered to be due to the ascarides 


and removed. With the aid of a fine gall-stone for- 
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ceps ten ascarides were removed from the common 
bile duct and the hepatic duct. The gall-bladder 
and the cystic duct contained no worms. From a 
drain which was introduced into the common bile 
duct an ascaris appeared on the second day after the 
operation. On the fourteenth day the patient was 
discharged from the hospital because of the absence 
of symptoms but the ova of the ascarides were still 
demonstrable in the stools. 

After one year there was a recurrence and the 
patient was re-admitted with the same symptoms 
as before. There were numerous ova of ascarides 
in the stool. A laparotomy revealed eighteen worms 
in the common bile duct, which was as thick as a 
lead pencil, hard, and cicatricial, and also in the 
adjacent, markedly dilated hepatic duct. Removal 
of the ascarides was again followed by recovery, 
but later the patient was given a course of worm 
treatment consisting of 5 c.cm. of palmitic acid- 
thymol-ester administered twice daily for two days 
and then three times daily for three days, according 
to the advice of Ellinger. 

The important features in the diagnosis were, 
first of all, the extremely severe, boring pains in the 
epigastrium which seemed to exceed the pains of 
cholelithiasis in their severity and never occurred at 
the site of the gall-bladder, being always referred to 
the epigastrium. As these were apparently markedly 
increased after the administration of a vermifuge, 
it appears that the worms entered the biliary pas- 
sages to avoid the chyme which is injurious to them. 

Bone (Z). 


McKendrick, J. S.: Notes on Splenomegaly and 
Splenectomy. Glasgow M.J., 1922, n.s. Xvi, 101. 


This article reviews the anatomy, physiology, and 
pathology of the spleen, and the conditions in which 
the spleen is enlarged. 

Splenic anzmia is a disease in which the greatest 
benefit results from splenectomy. Radium may be 
applied to diminish the size of the spleen prior to the 
operation. Splenectomy should be performed early 
before the patient has become very anemic and 
has Banti’s disease. 

The mortality of splenectomy has declined from 
75 per cent in the period from 1866 to 1875 to 12.3 
per cent as given by the latest statistics of the 
Mayos. O. S. Proctor, M.D. 


Fisher, D.: Splenectomy in Banti’s Disease, Third 
Stage; with Report of Two Cases, One with a 
Positive Wassermann Due to Jaundice. Surg., 
Gynec. & Obst., 1922, XXxv, 171. 


Splenectomy as a therapeutic procedure is now 
accepted, and a sufficient number of cases has been 
reported to give it a distinct clinical basis of value. 

In 249 cases reported from the Mayo Clinic the 
mortality was 1o per cent. These cases represented 
splenomegaly primary and secondary to known and 
unknown conditions. 

The reports of splenectomy for Banti’s disease 
are comparatively few. As near as the author could 


estimate, the mortality was 26.5 per cent. Fifty- 
five per cent of the patients who survived the 
operation lived and remained in good health for 
more than fifteen months. As Banti’s disease is 
always fatal if untreated, the operative mortality 
must be considered low. 

The author reports two cases in detail. The first 
was that of a man 24 years of age whose illness 
was of three years’ duration. A mass was first 
noticed in the left upper quadrant of the abdomen 
and later in the right upper quadrant. There had 
been several attacks of hematemesis. The abdomen 
was tapped and a gallon of fluid removed. The 
patient was intensely jaundiced. A Wassermann 
test was 4 plus. The patient denied sexual inter- 
course. Antisyphilis treatment was employed with- 
out success. The hemoglobin was 60 per cent, the 
red cell count 3,200,000, and the white cell count 
3,300. Following removal of the spleen there was 
gradual improvement in the blood picture and the 
Wassermann test became negative. The patient was 
out of bed on the fourteenth day. The author 
states that in the presence of jaundice the Wasser- 
mann test is frequently positive. Seven months later 
this patient was back at work and showed an in- 
crease in weight. 

The second case reported was a poor operative 
risk. Frequent tappings were necessary. The pa- 
tient had been sick for four years and was jaundiced. 
The hemoglobin was 50 per cent, the red cell count 
2,700,000, and the white cell count 3,700. The 
patient died in shock twelve hours after splenectomy. 

I. E. BisHkow, M.D. 


Goldstein, H. I.: Sarcoma of the Spleen. Jniernat. 
J. Surg., 1922, Xxxv, 274, 306. 


Goldstein states that since Friedrich in 1865 
reported his case of ‘‘ multiple nodular hyperplasia of 
the liver and spleen” (which Bunting believes to 
have been a primary sarcoma of the spleen), he has 
been able to collect about sixty-six cases of primary 
splenic sarcoma. 

Primary malignant diseases of the spleen he be- 
lieves to be very rare, though cysts of various kinds 
are not uncommonly found at operation and autopsy. 
Spleens have been removed for many causes, such 
as splenic anemia, Banti’s disease, pernicious anzmia, 
leukemia, malaria, syphilis, cysts, etc., but very 
few have been removed for primary tumor. 

Trinkler found sixty-eight spleens with hydatid 
cysts in over 2,000 cases of echinococcus disease. 
Serous, blood, and lymph cysts have very frequently 
been reported, blood cysts being the most common. 

Moynihan collected thirty-one cases of non- 
parasitic cysts of the spleen in which surgical treat- 
ment was carried out. 

Hagan, in 1900, collected 360 cases of splenec- 
tomy, with a mortality of 38.3 per cent. Van Verts, 
in 1897, reviewed 374 cases with about the same 
mortality. 

Bush, in 1910, reported a case of large-celled 
sarcoma of the spleen in a man 48 years old. The 
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spleen weighed 3 lbs. Bush states that, in all, there 
have been thirty-four undoubted cases of primary 
sarcoma of the spleen. 

Jepson and Albert in 1904 collected thirty-one 
cases of primary sarcoma of the spleen, and added 
one case of their own. In these thirty-two cases 
there were cleven splenectomies and one enucleation 
of the tumor. Their own case was that of a girl 15 
years of age. Before the operation the blood count 
was 5,260,coo erythrocytes and 6,120 leucocytes, 
and the hamoglobin equaled 72 per cent. Three 
days after the operation the erythrocyte count had 
decreased to 3,116,000, the leucocyte count had in- 
creased to 24,500, and the haemoglobin had dropped 
to 58 per cent. Seven months after the operation 
the patient was perfectly well, the erythrocyte 
count was 4,420,000, the leucocyte count 10,810, 
and the hamoglobin 84 per cent. The spleen and 
tumor mass weighed 256 gm. and the tumor itself 
about 190 gm. Microscopic examination showed 
that most of the cells were spindle-shaped. 

Weichselbaum reported a fibrosarcoma and a 
multiple endothelioma of the spleen, both in per- 
sons 21 years of age, 

In 1895 Solis-Cohen and Riesman reported the 
case of a man of 42 years who had a primary small 
round-cell sarcoma of the spleen with secondary 
deposits in the stomach, pancreas, omentum, 
mesocolon, diaphragm, left lung, and pleura, and 
the retroperitoneal, bronchial, and posterior me- 
diastinal lymph glands, a parotid abscess, and non- 
hemorrhagic pleural effusion. No secondary nod- 
ules were found in the liver, the right lung, or the 
pleura. A marked increase in the white cell count 
led to a primary diagnosis of splenic leukamia. The 
first blood count showed 3,600,000 red cells and a 
hemoglobin content of 50 per cent. The ratio 
of white to red cells was at first 1.69 but later 
became about 1.20. The interesting feature of this 
case was the extensive infiltration of the stomach. 
The cesophagus, kidneys, adrenals, and liver were 
free from metastatic growths. 

Marcus, in 1905, described a case of primary 
sarcoma of the spleen in a horse. 

In 1914 DeRenzi reported a case of carcinoma of 
the spleen, a rare form of primary splenic cancer. 

Chalatow and Geipel reported tumors of the 
spleen, and Diember described a case of traumatic 
splenic tumor. 

Other cases, such as multiple cavernous angio- 
mata of the spleen, splenic dermoid, and wandering 
spleen, have been reported. 

Jepson, in 1921, reported a case of primary 
hemangiomatous endothelioma of the spleen oc- 
curring in an Italian woman of 33 years who first 
noticed a lump the size of a lemon under the left 
costal margin. Five days after operation the blood 
examination showed a marked decrease in the 
erythrocytes and a slight increase in the hemoglobin. 
Two months later the number of red cells was about 
normal and the hemoglobin was 83 per cent. He 
also mentioned Percy’s case in which splenectomy 
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was followed by polycythemia, the red cells num 
bering 10,000,000, although before operation thi 
patient had a mild secondary anemia. 

In 1867 Woodruff reported the case of a woman 2s 
years of age who complained of a lump in her left 
side below the ribs. One year later she died. Autop 
sy showed the tumor adherent to the transverse 
colon, the pelvis of the left kidney, the pancreas. 
the stomach, and the posterior wall of the abdomen 
The growth was 18 in. in circumference, firm, 
nodulated, cartilaginous in appearance, and in a 
state of degeneration. 

In connection with this case the statement is 
made that the splenic sarcoma originating from the 
lymphoid structure is a lymphosarcoma; that 
arising from the trabeculae and capsule, a fibro 
sarcoma; and that arising from the endothelial 
cells along the trabeculae, a large round-celled 
endothelial sarcoma. Lymphosarcoma is the most 
common type occurring in the spleen. 

Litten, Mosler, Heinricius, Jordan, Flothmann, 
Collins, Krylow, Billroth, Kocher, Fritch. and 
Garré have all reported cases of pathologic spleens. 

Bunting reported a case of primary sarcoma of 
the spleen in an Irish laborer 49 years of age. At 
autopsy the spleen was found to weigh 250 gm. The 
liver weighed 2,545 gm. and contained metastatic 
nodules. The pancreas also contained metastatic 
nodules. 

Deaver, in 1914, reported a case of round-cell 
sarcoma treated by splenectomy. Six weeks after 
the operation the patient was discharged in good 
condition. Deaver stated that sarcoma is the most 
common tumor of the spleen. 

Masi, in 1893, reported a case of lymphosarcoma 
of the spleen. 

In the second portion of Goldstein’s article he 
gives the autopsy records of the University of 
Pennsylvania of several cases of disease of the 
spleen, and in conclusion states that, while primary 
sarcoma of the spleen is very rare, primary car- 
cinoma is even more rare, there being only about 
eight or nine authentic cases of the latter condition. 

Secondary sarcoma and carcinoma of the spleen 
are very uncommon. Even in cases of the most 
extensive dissemination of tumor growth, the spleen 
escapes metastatic involvement. 

Dan MELLEN, M.D. | 


MISCELLANEOUS 


Arzela, I.: An Anatomo-Pathologic Study of 
Lymphatic Cysts of the Omentum (Contributo 
anatomo-patologico e clinico allo studio delle cisti 
linfatiche del grande epiploon). Policlin., Rome, 
1922, xxix, sez. chir., 417. 

Arzela gives the clinical history of a female child 
aged 3 years whose condition was diagnosed as a 
cyst of the omentum or mesentery. At laparotomy 
a smooth, elastic, and very vascular pedunculated 
cyst was removed which had its base of implantation 
in the highest part and the median line of the great 
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omentum and was adherent to loops of the small and 
large intestines. It contained about 14 liters of 
transparent yellow fluid and was 17 cm. wide and 
26 cm. long. Macroscopic examination clearly diff- 
erentiated it from chylous, hematic, and parasitic 
cysts, but microscopic examination was necessary to 
differentiate it from so-called neoplastic cysts. 

Arzela gives the diagnostic points distinguishing 
simple serous cysts from cystic lymphangiomata, 
wolffian, and enteroid cysts. 

Omental cysts may arise from degeneration of 
lymphatic glands, stasis and retention of lymph, 
transformation of hematomata, abnormal peritoneal 
development, residual tissue or embryonic rests, and 
congenital malformations of the lymph vessels. 

The pathogenesis of these cysts is still unsettled, 
and all theories are open to objections. Arzela 
suggests that the cause is probably an anomaly of 
development of a lymph gland in the sense of 
deficient proliferation: of the mesenchyma which 
constitutes the septa, this deficiency substituting a 
cystic cavity with lymph contents for the lymph 
gland. Such a mechanism of development would 
explain the formation of cysts in all regions rich 
in lymphatics, viz., congenital lymph gland cysts 
originating from lymph glands in their first period of 
development. 
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On this theory Arzela suggests the following clas- 
sification of cysts: 
Congenital cysts: 
Simple: serous; chylous. 


Neoplastic: 
Ectodermic (epidermoid). 
Masodermic: 
1. Lymphatic (lymphangioma, chylangi- 
oma). 


2. Wolffian. 
Entodermic (enteroid). 
Teratomata and foetal inclusions. 
Simple and neoplastic cysts with intracystic 
hemorrhage. 

Acquired cysts: simple hemorrhagic (encapsulated 

hematomata); parasitic; gaseous. 

The treatment of these cysts is purely surgical. 
Evacuatory puncture, simple or associated with 
successive injections of a coagulating fluid, and 
marsupialization do not give any guarantee against 
recurrence or the formation of a fistula. Truly 
radical removal yields the best results. This is to be 
preferred to any other method also because it permits 
a complete examination of the abdominal cavity and 
shows the exact site and insertion of the pathologic 
process. W. A. BRENNAN. 


SURGERY OF THE EXTREMITIES 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Neumann, N. M.: Primary Echinococcosis of Bone 
(Primaerer Knochenechinococcus). Wratschebny 
Westnik Wologodskowo Gubsdrawa i Rishskowo 
Wojennowo Gos pitalia, 1921, iii, 45. 

The patient, a 30-year-old man, first complained 
of pain in the knee in October, 1911. This soon 
subsided, but returned one month later. In Decem- 
ber, 1911, a tumor of the knee developed. Treat- 
ment with het air and compresses was given for 
six weeks but was without effect. In ror5 a tumer 
of the leg developed. Palpation revealed erosion of 
the bone, and marked swelling of the talocrural 
joint. 

Walking became increasingly more difficult. Cir- 
cumscribed round tumors finally developed in 
various areas of the leg. Puncture yielded pus. At 
the breaking down of one of these tumors, pulpy 
masses, small, sago-like vesicles, and clear fluid 
containing a large quantity of cholesterin were 
evacuated. 

August 10, 1921, the leg was amputated because 
of swelling, a high temperature. and symptoms of 
sepsis. The soft parts were found to contain a 
large number of hydatid cysts. Microscopic exam- 
ination revealed fat droplets, cholesterin crystals, 
and scolices. The knee and talocrural joint were 
entirely destroyed and the bone eroded. There was 
no new formation of bone. Grecory (Z). 


Krogius, A.: So-Called Xanthosarcoma of Tendon 
Sheaths (Zur Kenntniss der sog. Xanthosarkome 
der Sehnenscheiden). Finska laek.-saellsk. handl., 
1922, lxiv, 102. 

Following a historical review and a clinical dis- 
cussion of xanthosarcomata of tendon sheaths, the 
author reports four cases, on three of which he 
operated himself. 

Case 1. The patient was a woman 29 years of 
age who had had a tumor on the anterior surface 
of the right leg without subjective symptoms for 
ten years. At operation the growth was found to be 
adherent to the tendon of the anterior tibial muscle. 
It was 15 cm. long, 4 to 6 cm. in diameter, and 
of a lobulated structure. On section it was found 
to be grayish-white, with portions that were partly 
hyaline, partly sulphur-yellow, and sprinkled with 
brownish-black specks due to old extravasations of 
blood. 

Case 2. The patient was a woman 56 years of 
age who had a tumor the size of a walnut on the 
dorsal surface of the wrist which was connected 
with the tendons of the extensor pollicis longus and 
the extensores carpi radialis longior and brevior 
and in color was partly dark brown and partly 
bright yellow. 

Case 3. The patient was a man 48 years of age who 
had a small, grayish-yellow tumor on the back of the 
distal phalanx of the right index finger which was 
connected with the extensor tendon and somewhat 
lobulated. 
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Case 4. The patient was a woman 21 years of 
age who had a lobulated tumor, the size of a pigeon’s 
egg, on the inner side of the foot, between the long 
plantar ligament and the tendons of the tibialis 
posticus, flexor longus hallucis, and flexor com- 
munis digitorum. This growth was partly whitish- 
gray, partly hyaline, and partly yellowish. Recur- 
rence developed one year after operation. 

These four tumors, originating in different tendon 
sheaths, had much in common, but also many points 
of difference. Histologically they were all sarcomata, 
but as regards richness of cells, the proportion of 
connective-tissue stroma, and the presence of 
hemosiderin and giant and xanthoma cells, etc., 
they showed decided variations. In two cases hemo- 
siderin was abundant, while in the other two it was 
present in only a small quantity. Typical giant cells 
were present in only one case. Xanthoma cells 
were found in abundance only in Case 1. In Case 2 
they were absent. In Cases 3 and 4 there were a few. 
In a fifth case, that of an 11-year-old girl with 
xanthoma tuberosum multiplex, the picture of 
cholesterin infiltration into the tissues was noted, 
but no fibromatous, and still less sarcomatous, 
change in the surrounding tissues could be demon- 
strated. 

On the basis of thorough microscopic examinations 
the author comes to the conclusion that too great 
importance has been ascribed to the presence of 
xanthoma cells, “‘honey-comb cells,” in sarcomata 
originating in tendon sheaths, and that the de- 
posit of cholesterin is not the primary cause, but a 
secondary phenomenon. He believes that giant 
cells, xanthoma cells, and hemosiderin are not 
essential constituents and the growth may not 
present a lobulated structure. 

These neoplasms may show also clinical differ- 
ences. Many grow slowly or remain stationary while 
others suddenly begin to increase in size very 
rapidly and develop into voluminous tumors. Small 
tumors of the finger appear to be relatively benign, 
while those in the palm of the hand, on the foot, 
and on the forearm sooner or later reveal a more 
malignant character. Cases in which there were 
metastases in the lymph glands and internal organs 
are described in the literature. Recurrences are not 
infrequent. 

The treatment should consist in early operation, 
thorough removal of all diseased tissue, X-ray 
treatment following the operation, and, in the most 
severe cases, amputation. Koritzinsky (Z). 


Lussena, S.: Contribution to the Study of Tumors 
of the Clavicle: Two Cases of Sarcoma with 
Spontaneous Fracture (Contributo allo studio 
dei tumori della clavicola: due casi di sarcoma con 
frattura spontanea). Arch. ital. di chir., 1922, Vv, 
621. 


Neoplasms of the clavicle are rare and in surgical 
textbooks little space is devoted to them. They are 
of two types, benign and malignant. Among the 
benign neoplasms are chondromata, osteomata, the 


hard periosteal fibromata, the periosteal lipomata, 
myxomata, and angiomata. The growths may |e 
primary or secondary. Among the first are the 
connective-tissue tumors comprising the sarcomata 
which may become very large and cause ulceration 
of the skin. There are also those of the telangic«- 
tatic type which pulsate. The enchondromata and 
endotheliomata develop from the periosteum at 
points where there is normally no cartilage, possibly 
arising from aberrant cartilaginous rests. These 
have the histologic structure of benign tumors but 
clinically are malignant as they break into the blood 
vessels and metastasize. Recently the endothelioma 
has been classified as a connective-tissue tumor in 
which the endothelial elements may change to 
epithelium. 

Cancer of the clavicle has been described as a 
primary tumor but is usually secondary to cancer in 
nearby structures such as the thyroid. Cases have 
been reported in which the primary growth was in 
the testicle or stomach. According to Polaillon, 
malignant tumors of the clavicle are approximately 
three times as frequent as benign tumors, and 
according to Coley and Johannson constitute from 
4 to 6 per cent of all skeletal neoplasms. They are 
twice as frequent in males as in females and oc- 
cur more often in the young than in adults. Asa 
rule the external part and the upper surface of the 
clavicle are affected. In thirty cases of primary 
neoplasm of the clavicle an injury preceded the 
development of the tumor. 

The benign tumors grow slowly and often become 
very large without causing inconvenience although 
usually they exert pressure on nerves and vessels. 

In the majority of cases the diagnosis is easy but 
in some it may be difficult. In the differential 
diagnosis exostoses and luetic osteoperiostitis, which 
usually occur in the mesial half of the clavicle, and 
tuberculous periostitis must be considered. The 
pulsating type of tumor is to be differentiated from 
an aortic or brachiocephalic aneurism. 

In cases of malignant tumors the prognosis is 
very grave since recurrence is the rule. 

The treatment, even for benign tumors, is excision 
to prevent pressure. Malignant tumors should 
be extirpated early in toto with the periosteum. 
Later a bone or muscle transplant may be used 
to replace the clavicle. The surgeon must avoir 
injuring the subclavian vessels, nerves, and pleura. 
In 147 cases of malignant tumors of the clavicle 
collected by Angelletti there were sixty-five total 
excisions. 

The sarcomata have a predilection for the long 
bones, especially the bases of the bones of the lower 
extremities. The periosteal type of sarcoma devel- 
oping on the shaft or between the shaft and the 
epiphysis sends metastases as emboli to the viscera. 
There is also the myelogenous type which arises 
from the epiphysis or the short bones and often 
causes fracture. Among the skeletal sarcomata are 
the lymphadenoid sarcoma, the lymphosarcoma, 
sarcoma fibromatosa, sarcoma myxomatosa, sar- 
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coma chondromatosa, osteoid sarcoma, melanotic 
sarcoma, and myeloma. Often a sarcoma develops 
so insidiously that the first indication of its presence 
is the occurrence of a fracture. Fractures are caused 
most frequently by the myeloid round-cell type— 
according to Schwartz, in 20 per cent of the cases. 
This is a sign of rapid growth of the neoplasm. 
Courtin has reported a case of sarcoma of the 
clavicle in the newborn. Lussena reports two cases 
of sarcoma of the right clavicle with fracture in 
persons past 60 years of age. One of the growths 
was a central round-cell sarcoma and the other a 
periosteal fuso-cellular tumor. In both cases Lus- 
sena extirpated the clavicle in toto. One patient 
died of pneumonia a few months later. The other 
was still without recurrence eighteen months later. 
Husert F. Dunn, M.D. 


Johansson, S.: A Disease of the Patella Not Here- 
tofore Described (Eine bisher nicht beschriebene 
Patella-Erkrankung). Hygiea, 1922, lxxxiv, 161. 


The author reports a rare but distinct disease 
occurring in children between the ages of 10 and 15 
years which, in its etiological, clinical, and roent- 
genologic aspects, somewhat resembles Schlatter’s 
disease. This condition is unilateral or bilateral 
and usually develops after an injury with slight 
swelling and tenderness over the apex of the patella 
and pain in the knee. The roentgenogram shows a 
loosening or splintering of the bone at the tip of 
the patella. In one of the four cases reported the 
tibial spines showed the same picture. The symp- 
toms disappear in a few weeks after immobilization 
of the affected part. The article is illustrated with 
roentgenograms. PEIPER (Z). 


FRACTURES AND DISLOCATIONS 


Ferry, G., and Ortscheit, E.: Fractures of the 
Surgical Neck of the Scapula (Fractures du col 
chirurgical de Vomoplate). Arch. franco-belges de 
chir., 1922, xxv, 726. 

The case reported was that of a boy of 17 years 
who was run over by a wagon after falling face 
downward with his arms extended. On examination 
the right shoulder was found to be somewhat higher 
than the left. Palpation caused extreme pain in 
the region of the coracoid process. The X-ray 
showed that the fracture began at the coracoid 
notch, traversed the supraspinous fossa vertically, 
and extended to the subspinous fossa where it 
described a curve with its concavity toward the 
edge of the axilla which it reached at a point 5 cm. 
beneath the infraglenoid tubercle. The distal frag- 
ment, composed of the coracoid process, the acro- 
mion, and the glenoid, was displaced upward and 
backward. 

The interesting points of the case are the peculiar 
trajectory of the fracture and the upward displace- 
ment of the distal fragment. 

Isolated fractures of the surgical neck of the 
scapula are very rare; fewer than twenty cases have 


been reported in the literature. Such fractures may 
be complete or incomplete. Ferry and Ortscheit have 
been able to find in the literature only one other case 
with upward displacement of the distal fragment. 
Because of the upward displacement no reduc- 
tion nor retention measures were necessary in the 
authors’ case. Massage and early mobilization were 
followed by an excellent functional and anatom- 
ical recovery. W. A. BRENNAN. 


Rocher, H. L.: A Case of Transacetabular Pelvic 
Luxation—Central Luxation—of the Head of 
the Femur (A propos d’un cas de luxation pelvienne 
transcotyloidienne—luxation centrale—de la téte 
fémorale). Arch. franco-belges de chir., 1922, xxv, 
746. 


More than sixty cases of transacetabular pelvic 
luxation of the head of the femur have been de- 
scribed in the literature. Quite recently Rahmann 
reported sixteen new cases. There are different 
anatomical types. The fundus of the cavity, entirely 
detached at its periphery, is embedded in the pelvis 
and this embedding is almost always accompanied 
by a forcing back of the anterior-superior or the 
posterior-inferior segment of the acetabular cavity. 

The clinical picture is explained by the muscular 
and vascular injuries caused by the fracture. The 
lesion denotes abnormal resistance of the neck of 
the femur. 

The gravity of the condition depends to a great 
extent on the associated lesions. The treatment is 
complicated only when there are old unrecognized 
lesions; therefore in all cases of pelvic injury the 
patient should be subjected to an X-ray examination. 

The author has seen two cases. One was that of 
a woman of 35 vears who acquired a transacetabular 
pelvic luxation of the femur to the right and a frac- 
ture of the elbow in an automobile accident. The 
clinical and X-ray findings were almost identical with 
those in the second case, that of a man who, following 
a fall from a window, suffered retention of urine and 
showed symptoms of a pelvic fracture. In the latter 
case a complete examination was not made until some 
months later. The X-ray then showed a trans- 
acetabular pelvic luxation of the femora] head, a 
vertical fracture of the iliac wing, and contact of 
the tip of the great trochanter with the edge of the 
acetabulum. The profile of the pelvic cavity could 
be clearly seen near the sacro-iliac joint. Objective- 
ly there was shortening of the left leg and stiff- 
ness and a slight kyphosis in the lumbar region. 
The urinary disturbance had ceased. About four 
fingerbreadths from the anterior-superior iliac spine 
a large bony mass could be palpated. This was the 
upper part of the callus of the iliac fracture. There 
was undoubtedly also a fracture of the body of the 
second lumbar vertebra. 

The prognosis of these injuries, apparently so 
severe, is favorable. A neo-arthrosis is developed be- 
tween the femoral head and the embedded acetabular 
cavity which permits mobility and use of the injured 
limb. W. A. BRENNAN. 
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Willems, C.: The Technique of Operation for Frac- 
ture of the Patella (Technique de l’opération 
pour fracture de la rotule). Arch. méd. belges, 1922, 
Ixxv, 744. 

In cases of patellar fracture in which operation 
is indicated it is absolutely necessary to obtain bony 
union of the fragments. This can be done either by 
suturing the fragments or encircling them with wire. 
Willems prefers the encircling method. It is simpler 
than perforating sutures and it is applicable to all 
cases whereas perforating sutures are more especially 
applicable to cases in which there are two large and 
almost equal fragments. The encircling wire also 
holds better than the perforating wire. On the other 
hand, wire has certain disadvantages as it may 
break or the knot may become undone. For these 
reasons Willems has discontinued its use and now 
employs silkworm gut. Wire becomes encysted and 
its presence is marked by an enlargement of the 
patella which is permanent. When silkworm gut is 
employed the enlargement gradually disappears. 
The gut has never broken or come loose in any of 
Willems’ cases. W. A. BRENNAN. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Oehlecker, F.: Bone and Joint Transplantation 
(Aus dem Gebiete der Knochen- und Gelenktrans- 
plantation). Beitr. 2. klin. Chir., 1922, cxxvi, 135. 


In the first part of his article the author reports 
eight cases of plastic surgery of the finger. He took 
his grafts from fingers or toes. Some were auto- 
plastic and others homoplastic. While Ochlecker 
describes the results of substitution of the middle 
joint as only moderately successful, the proximal 
joint was replaced in some cases with very good 
functional results. Failure in the unsuccessful 
cases he attributes to the smallness of the transplant. 
At least half the phalanx should be transplanted 
with, the articular portion as otherwise fixation is 
very difficult, subluxations take place, and in the 
mechanical after-treatment orientation as regards 
the articular space is made more difficult. 

Oehlecker believes the homoplastic operation 
offers a good chance of success if the technique is 
correct, but he prefers the autoplastic, since after a 
length of time sections of homoplastic joint trans- 
plants have been found considerably deformed. 
He agrees with Axhausen that the best material 
for a transplant is living bone of the same species 
with the periosteum attached. Since all regenera- 
tion proceeds from the periosteum or the marrow, 
living periosteum must be transplanted with the 
graft or must be retained in the wound bed. Anky- 
losis did not develop in any of the author’s cases, 
but because of unavoidable necrosis of cartilage 
reactive changes similar to those of arthritis de- 
formans are always to be feared. Care must be 
taken therefore to prevent necrosis of cartilage as 
far as possible by keeping the transplanted tissue 
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bathed in tissue fluid. The articulating extremitics 
must not touch each other and too early weight- 
bearing must be avoided. For the same reason it 
is better, at least in the treatment of the larger 
joints, not to include the capsule in the transplant; 
in the treatment of the smaller joints it cannot be 
spared on account of the fixation of the parts. 

The indications for joint transplantation the 
author regards as limited. In the larger joints 
arthroplasties are always to be preferred but, in 
view of the good results which are reported, free 
transplantation of an entire joint or half of one 
seems to be justified for the preservation of a 
valuable finger. 

The second part of the article deals with the 
reconstruction of the thumb. There are two chicf 
methods: (1) the formation of a thumb from skin 
taken from the abdomen and a piece of bone, or 
the transplantation of portions of a toe or finger, 
and (2) plastic surgery with the aid of surrounding 
parts. When the loss is limited to the phalanges, 
lengthening of the metacarpal bone will give the 
necessary gripping power. The chief requisite is 
that the transplanted piece shall soon become 
sensitive, for sensibility is a preliminary condition 
for the use of a part. Therefore all scar tissue must 
be carefully removed so that the nerves may grow 
out from the newly cut surfaces unhindered. 

Plastic surgery with the aid of the surrounding 
parts is particularly valuable from the standpoint 
of the early development of sensation. Substitu- 
tion by means of the great or second toe demands 
much patience on the part of the patient and the 
best technical training on that of the surgeon, but 
exceptionally fine results have been obtained by 
this method, even when healing did not occur by 
first intention. A ventral or dorsal flap may be 
sutured in place first. Before complete division of 
its pedicle, it should be notched or the circulation 
stimulated by means of a leach or massage. It is 
best to take the toes of the opposite side. The ten- 
don suture can be done either in the first or the sec- 
ond stage of the operation. 

The author reports an interesting case of trans- 
plantation of the great toe to the stump of the 
forearm. At the first sitting the radius was short 
ened a few centimeters, the epiphysis being spared; 
in the second sitting the great toe was joined to the 
end of the radius by Nicoladoni’s method. The 
parts healed together completely and an excellent 
functional and cosmetic result was obtained. 

In conclusion the author gives his views regarding 
the transplantation of epiphyseal cartilage on the 
basis of five cases. In no case, even following 
autoplasty, did the epiphysis remain alive. He 
believes that the intermediate cartilage is preserved 
only when the bone also remains alive; that is, whe: 
the graft is pedunculated. In all free transplantation 
the bone is absorbed and with it the intermediat 
cartilage; this the author affirms in spite of state 
ments by others to the contrary. The observation 
made by Heller in animal experimentation that when 


4 
i 
he 
| 
= 
: i 
{ 
i 
: 
| 


GENERAL SURGERY — SURGERY OF THE EXTREMITIES 419 


the intermediary cartilage is transplanted alone 
it remains alive and capable of longitudinal growth, 
has not yet been proved true in man. 

GERLACH (Z). 


Policard, A.: The General Biological Phenomena 
of the Evolution of Bone Grafts (Les phénoménes 
biologiques généraux de |’évolution des transplants 
osseux). Lyon chirurg., 1922, xxix, 336. 


Policard states that in the early stage a bone 
transplant shows an interstitial substance with 
cavities free from osseous cells and with haversian 
canals filled with new vasculo-connective tissue. 
This phase is followed by resorption of the bone 
substance which occurs not only peripherally but 
also internally. The next biological phenomenon is 
osseous neoformation of the transplant which begins 
in both the surrounding connective tissue and the 
interior. 

Transplanted Jiving bone reacts like a dead bone 
transplant. Transplanted dead bone acts like a 
fragment of living bone transplanted to an animal 
of a different species. 

With regard to the periosteum, Policard tates 
that if its presence is not essential in the evolution 
of a bone graft, the presence of a connective layer 
on one surface of the transplant is at least favorable 
to it. If the periosteum is very fibrous, however, 
it may hinder the “taking” of a graft because it 
obstructs the penetration of the capillary vessels and 
connective tissue into the haversian canals. 

Policard’s experimental investigations on bone 
grafting were begun in 1917 but interrupted by the 
war. He finds that his results agree in general with 
those of German, American, and other French in- 
vestigators. 

The laws governing the evolution of bone grafts 
are the same as those regulating normal ossification. 
Ossification is always a process of metaplasia of 
connective tissue which demands a supply of cal- 
careous material. The latter is furnished by resorp- 
tion of the neighboring bones. This explains the 
constant co-existence of the two phenomena of 
rarefaction and osseous neoformation. 

W. A. BRENNAN. 


Dollinger, B.: The Surgical Treatment of Pseud- 
arthroses (Chirurgische Behandlung der Pseudar- 
throsen). Orvosképzés, 192, xii, 30. 

Dollinger reviews the war material of Verebélyi, 
who classifies pseudarthroses into: (1) aplastic 
pseudarthroses, (2) interpositions, (3) deviations, 
(4) separations; and (5) pseudarthroses with defects. 
Of 230 patients with pseudarthroses 157 were op- 
crated on: Their ages ranged from 20 to 40 years. 
Of the cases operated upon, 129 were gunshot in- 
juries, nine showed the retention of pieces of 
shrapnel, ten showed retention of bomb splinters, 
three were due to railroad accidents, and one was 
due to an explosion. The pseudarthrosis involved 
the clavicle in one case, the humerus in eighty-five 
cases, the radius in four, the ulna in sixteen, both 


bones of the forearm in eleven, the femur in seven- 
teen, the tibia in eighteen, and both bones of the leg 
in five. Bone suture was done 134 times and bone 
transplantation twenty-three times. Of the pa- 
tients operated on, 128 were examined subsequently. 
The bone sutures held in too cases, bony union 
failed in two, the transplantations were consolidated 
in eighteen, and pseudarthrosis occurred in five. 

A pseudarthrosis should be operated upon when 
ossification has not occurred at the end of three 
months after the injury. This is important mainly 
because secondary shrinkage of the muscles may 
cause curvature of the extremity. The bloodless 
procedures do not give the desired result in war 
injuries and are a useless waste of time. Of the 
operative procedures, the best is bone suture, or 
possibly bone transplantation, the latter in the 
presence of pseudarthroses with large bone defects. 
Slight suppuration and fistula are not contra- 
indications. 

The most important part of the after-treatment 
is massage and early use of the extremity. 

VON LoHMAYER (Z). 


Fischer, W.: Interscapulo-Thoracic Amputation 
(Zur Amputatio interscapulo-thoracalis). Deutsche 
med. Wchnschr., 1922, xviii, 864. 


In sarcoma of the scapula the ablation of the 
left shoulder girdle and arm was carried out in the 
following manner: 

Under ether anzsthesia the clavicle was divided, 
the vessels ligated, and the nerves sectioned in the 
usual manner. The incision was then carried ver- 
tically to the breast, from there, at a right angle, 
across to the back and the lower angle of the scapula, 
and from there in a straight line upward over the 
scapula. Beginning at the starting point over 
the clavicle a large skin flap was then cut from the 
upper arm with its base above (region of the acromio- 
scapular joint). The incision was carried along the 
biceps to a point half way down the upper arm and 
from there transversely and upward on the posterior 
side of the arm as far as the end of the first incision. 
The flap was then dissected up and the shoulder 
girdle removed. In front, the major and minor 
pectoralis muscles were removed close to their 
costal insertions, as in amputation of the breast, 
and behind, all the muscles inserted into the 
scapula, as far distant from the latter as possible. 
The same dissection was carried out above. Final- 
ly, with a longitudinal incision corresponding to the 
external border of the sternocleidomastoid muscle, 
all the glands as far as the level of the thyroid 
cartilage were taken out. 

After removal of the shoulder girdle the arm 
flap was reflected downward and the defect fully 
covered with a skin flap taken from the abdomen. 
A narrow margin of the arm flap later became 
gangrenous but transplantation was not necessary. 
The wound healed rapidly and well. There has been 
no recurrence up to the present time, one and one- 
half years later. CreIre (Z). 
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Lenormant, C.: A Case of Arthroplasty for Anky- 
losis of the Knee (A propos d’un cas d’arthroplas- 
tie pour ankylose du genou). Presse méd., Par., 
1922, Xxx, 677. 

The author reviews the history of arthroplastic 
operations on the knee and cites the view of Lane 
that ankylosis of the knee in extension is an advan- 
tage to those who walk a great deal and do heavy 
physical work but a distinct disadvantage to those 
who sit while working. The first attempts to mobil- 
ize an ankylosed knee were made by interposing 
various substances between the patella and the 
femur in cases in which there was an inflammatory 
union. The first attempts upon the knee joint 
proper were not successful and the knee was there- 
fore looked upon as unfavorable for arthroplasty. 

About 1912, Payr, Wilms, Enderlen, Franke, and 
others began to report favorable results. Tubby 
reported one unfavorable result and two favorable re- 
sults as regards movement but even in the latter cases 
the pain persisted. Since the war Putti is of the 
opinion that the knee offers a most promising field 
for plastic operations. He states that the joint must 
be both stable and mobile, that a knee which is 
mobile up to 45 degrees, solid, strong, and painless 
is of much more value than one which has a large 
angle of movement and is not able to support the 
body. In 1918 Baer reported twenty-eight cases in 
which the interposition of a pig’s bladder was done. 
Favorable results were obtained in fifteen cases. 
Cases in which the ankylosis was of a fibrous nature 
gave more favorable results than cases of bony 
ankylosis. Ankylosis between the femur and the 
patella was found to be better than ankylosis be- 
tween the femur and the tibia. 

Lenormant reports one case of arthroplasty for 
fibrous ankylosis of gonorrhoeal origin between the 
patella and femur and the tibia and femur. Through 
a lateral incision the tibial tuberosity was cut off 
and reflected with the patellar ligament, a quadri- 
lateral flap of capsule and aponeurosis was dissected, 
and the patellar adhesions were removed. An in- 
cision was then made parallel to the inner margin 
of the patella and a second similar flap formed. 
The ankylosis was broken, the fibrous tissue re- 
moved, and the under surface of the patella and 
articular surfaces of the femur and tibia were mod- 
eled. The flaps were then sutured together between 
the joint, posteriorly to the remains of the crucial 
ligaments and in front to the capsule. 

The postoperative treatment consisted of exten- 
sion for ten days with 6 kilos weight and, after three 
weeks, massage of the quadriceps, slight passive 
movements, light and thermal baths, and weak 
galvanic treatments. 

Nineteen months after the operation the patient 
was able to climb stairs, having flexion of 70 degrees 
and normal extension. There was a slight abnormal 
lateral movement but this caused no inconvenience. 

Lenormant believes that the patient’s general 
state of health, age, social condition, occupation, 
energy, desire to be cured, and willingness to help 


should be taken into consideration. The operation 
described is not suited to infants, old people, or 
multiple ankyloses as in such cases the ankylosis 
tends to recur. Neither is it suitable for persons 
who do hard physical labor and are unable to carry 
out the prolonged and careful after-treatment. 
The indications vary with the anatomical nature of 
the ankylosis and its etiology. The fibrous ankyloses 
have a better prognosis than the bony. According 
to Putti, those due to trauma are very well suited 
to the operative procedure, while those due to 
tuberculosis have a very unfavorable operative prog- 
nosis. 

The technique of various surgeons is different 
but in every method care is taken not to harm the 
extensor function of the knee by cutting the patellar 
tendon. Murphy made two incisions parallel with 
the sides of the patella and used a pedunculated 
flap. Putti makes a horseshoe incision with its 
concavity downward and a vertical incision. He 
then frees and doubles back the patellar tendon to 
obtain access to the joint, models the joint surfaces 
with care to preserve the lateral ligaments, and 
interposes free fatty flaps from the fascia lata. 
Payr makes the concave surfaces more concave 
and the convex less convex. Putti lengthens the 
quadriceps tendons and carefully restores the 
ligaments and capsule so essential to strength and 
stability. Passive motion is begun after the tenth 
day. Husert Dunn, M.D. 


Nussbaum, A.: Deformities Following Resection 
of the Knee Joint in the Child (Ueber Defor- 
mitaeten nach Resektion des kindlichen Kniegelen- 
kes). Beitr. z. klin. Chir., 1922, cxxvi, 662. 


Whereas in adults resection of the tuberculous 
knee joint according to the Garré technique results 
in a cure in 92 per cent of the cases in which there 
are good mechanical relationships, in children the 
shortenings and curvatures appearing in the course 
of time disturb the talipes cavus and the coxa valga 
formation. The younger the child at the time of 
operation the more marked the shortening. Whether 
the retardation is greater in the tibia or the fibula 
depends only upon the site of the destruction of the 
metaphysis by the tuberculosis and the line of re- 
section. Through retardation of the tibia the tip 
of the head of the fibula, which normally lies at the 
level of the epiphyseal line of the tibia, may be 
moved upward quite some distance. Lengthening 
of the diseased extremity has never been observed. 
When the epiphyseal line is normal and can be 
spared in the resection, no shortening develops. 
The ability to walk is little affected even by con- 
siderable shortening. 

A more disturbing factor than shortening is bend 
ing in the resected knee joint. It is a striking fact 
that after several years’ observation absolutely 
straight knees were found in about 25 per cent ol 
cases and crooked knees (less than 150 degrees) in 
75 per cent. The cause of the curvature is rarely to 
be sought in a wedge-shaped growth of the meta- 
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physis such as occurs following partial destruction 
of the epiphyseal line by tuberculosis or a too oblique 
resection. As a rule there is a giving way at the 
site of the resection or separation of the epiphysis 
of the femur. 

Spontaneous correction has occurred during the 
course of several years in cases of distinct backward 
subluxation of the leg and angular flexion of 160 
degrees. Two cases of genu recurvatum which were 
studied may explain the separation of the epiphyseal 
line of the femur. The fact that the epiphyseal 
separation occurs only in the femur is probably due 
to the destruction of the vascular connection be- 
tween the epiphysis and the edge of the metaphysis 
by the resection. On the whole, the process of 
bending has been explained but the primary cause 
is not known. The bearing of weight and tension 
of the flexor muscles can be effective only when 
the bending has already begun. According to Lud- 
loff, flexion contractures occur even in paralysis of 
the flexor muscles. Up to the present time neither 
tenotomy nor the use of an extension apparatus has 
been found definitely to prevent the bending. Flex- 
ion contractures are corrected by a wedge-shaped 
osteotomy at the site of resection. Recrudescence 
of the tuberculosis has never been observed. 

Angulations in the frontal plane are rare and 
usually slight. The Lehr deformity (genu varum 
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with internal rotation of the tibia) showed a wedge- 
shaped epiphysis in the tibia, but no explanation 
could be found for the rotation. 

The foot is shoitened in length and talipes cavus 
due to atrophy of the calf muscles and the develop- 
ment of a pointed foot are frequently seen. 

Coxa valga appears in the hip joint. The men- 
suration is done according to Lange’s method. There 
is nothing characteristic of tuberculosis and _ re- 
section. This bending is seen also in paralysis. 
In the mobility of the hip of the leg operated upon 
the striking features are the fact that adduction is 
usually limited and abduction is increased. No 
patient complains of pain in the hip. In many cases 
the neck of the femur is elongated. Subluxation of 
the head of the femur is most readily recognized from 
the fact that in the usual roentgenograms of the 
pelvis the upper edge of the obturator foramen and 
the lower edge of the neck of the femur form a 
semi-oval. 

In the cases of children resection should be done 
only after conservative treatment has been found of 
no avail. Cases in which resection failed because of 
gangrene of the skin flaps and failure of consolida- 
tion after prolonged roentgen-ray treatment are un- 
favorable. The use of the roentgen-ray must be re- 
stricted to cases prognostically favorable. 

Smon (Z). 


SURGERY OF THE SPINAL COLUMN AND CORD 


Roger, H., and Pourtal, L.: Mesencephalic Spas- 
modic Torticollis and Lesions of the Vertebrz 
( Torticolis spasmodique mésocéphale et lesions ver- 
tébrales). Presse méd., Par., 1922, xxx, 785. 

Marie. in a systematic X-ray study of the cervical 
vertebra made in 1920, found that in seven cases 
of spasmodic torticollis there was flattening and 
crushing of the vertebra with or without decalcifica- 
tion. Roger and Pourtal attribute the new forma- 
tions of bone which irritate the spinal roots of the 
fifth and sixth nerves to a vertebral arthritis. In 
1922 Babinski presented a case of mesencephalic 
origin in which he believed there was a lesion of the 
center controlling the movements of the neck. 

Roger and Pourtal report eight cases. In one, in 
which a cervical rib was found, two injections of 
novocaine into the  sternocleidomastoid muscle 
prevented the spasm for a year. In the other cases 
there were bony changes in the cervical vertebra, 
and in one a calcification of the scalenus muscles 
was discovered. These cases also presented symp- 
toms of a lesion of the pyramidal tract. 

The authors believe that spasmodic torticollis 
has two distinct etiological factors, viz., irritation 
of the cervical roots due to arthritic changes in the 
structure of the vertebra, the latter being secondary 
to incessant movements due to mesencephalic le- 
sions, particularly in the corpus striatum, the center 
of automatic movements. This process may be fa- 
vored by an arthritic diathesis. Husert Dunn, M.D. 


Bradford, E. H.: The Treatment of Caries of the 
Spine. Jnternat. J. Surg., 1922, xxxv, 261. 

Bradford reports several cases of spinal caries 
which were examined years after the termination of 
successful treatment by various methods. 

These cases were all treated before the days of 
X-ray or laboratory tests. Therefore the diagnosis 
rested upon the judgment of an expert skilled in 
recognizing the well-marked symptoms, viz., pro- 
nounced angular curvature with a sharp knuckle, 
constitutional disturbances, such as loss of weight, 
neuralgic pains, spinal or muscular stiffness, and, in 
a few cases, a cold abscess. 

All of the patients had suffered an injury in early 
life, about the fifth, seventh, or ninth year of age. 
Most of them had had at least a brief period of 
recumbency in a hospital followed by the applica- 
tion of a jacket and braces. Head traction was also 
used when the caries affected the cervical portion of 
the spine. In one case a bone transplant was em- 
ployed. 

These cases are cited to show that when caries 
of the spine is carefully and conservatively man- 
aged with a comparatively short period of recum- 
bency or with ambulatory treatment from the 
onset, healing with little or no deformity may be 
expected. Operative intervention appears to be of 
advantage only for those who are unable to consult 
surgeons skilled in conservative methods or those 
who are impatient and prefer the risk of operative 
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failure and the certainty of a permanently stiffened 
back to the tedium of a few months’ recumbency or 
the difficulty of securing a properly supporting brace 
or jacket. 

Conservative treatment Bradford regards as a 
greater factor than surgery. In splinting a carious 


from crowding pressure in order to prevent osteo- 
myelitic changes. A mechanical splint may be removed 
after cure, but the spine operated upon remains 
permanently stiff. 

In the recumbent treatment the patient should 
be kept on his back with upward pressure on the 
transverse processes at and below the area of active 
disease and absence of pressure on the transverse 
processes above the point of disease. Recumbency 
which allows bone crowding may be very injurious. 
In acute cases the general condition will improve 
because of the freedom from pain and irritation. 

In the ambulatory apparatus, the same objects 
must be realized. Ambulatory treatment may be 
begun as soon as the bone healing has progressed 
to such a degree that loosening of the brace will be 
harmless. 

Whatever method of treatment is adopted, the 
surgeon should have some means of measuring the 
changes in the vertebral bodies. As healing takes 
place the sharply projecting knuckles disappear 
into a more evenly rounded curve or, in the 
more successfully treated cases, there is restora- 
tion of a more nearly normal outline by the adap- 
tive shaping of the growing bone. 

The usual method of recording the spinal outline 
consists in applying to the line of the projecting 
spines a strip of zinc thin enough to be flexible 
and thick enough to preserve its shape. This is 
then laid sideways on a sheet of stiff cardboard and 
the outline traced. The condition of the column 
should always be constantly watched by tracings 
as the latter are more important than X-ray pic- 
tures. 

As far as possible, persons suffering from tuber- 
culous invasion of bone tissue should be spared the 
trauma of surgical attack. 

Mechanical aids should be adjusted to meet 
thoroughly the mechanical indications. 

Dan MELLEN, M.D. 


Fouilloud-Buyat: Dorsalization of the Seventh 
Cervical Vertebra (Quelques considérations sur 
la dorsalisation de la VIle vertébre cervicale). 
Rev. d’orthop., 1922, ix 3 S., 333- 

The author reports a case of cervical rib in a young 
woman aged 25. Up to her twenty-fifth year the 
condition had caused no inconvenience, but since 
then pain and other symptoms had _ persisted 
despite treatment. X-ray examination showed the 
presence of two cervical ribs. It revealed also en- 
largement of the transverse process of the seventh 
cervical rib on both sides. The author’s studies 
lead him to conclude that the possibility of the latter 
malformation should always be borne in mind. 


There are cases with the clinical symptoms of 
cervical rib in which the X-ray shows only hyper- 
trophy of the transverse process of the seventh 
cervical rib. There are also cases of cervical rib 
with symptoms suggesting syringomyelia. It is 
not illogical to conclude therefore that dorsalization 
of the seventh cervical vertebra may conceal a 
medullary malformation to which many of the 
symptoms are due. W. A. BRENNAN. 


Sturgis, M. G.: Unrecognized Fracture of the 
Spine. Boston M. & S. J., 1922, clxxxvii, 288. 


Sturgis speaks of cases of palpable fracture of the 
spine in which cord symptoms were absent or only 
temporary. 

Kuemmel in 1895 first described this type of 
injury and since then has reported five cases. 

Sever points out that the symptoms may not 
appear for months or years, depending on the extent 
of the injury and the patient’s physical activity. 

In cases of any duration the pathology is distinc- 
tive—disappearance of the body of the vertebra and 
the contiguous intervertebral discs and possibly also 
of the articular surfaces of the two adjacent vertebra. 
This process is most marked on the front of the 
vertebra because of the greater resistance of the 
denser bone constituting the mural arch which, with 
its ligaments and tendinous attachments, has less 
pathologic motion than the body. 

Kuemmel calls this condition “spondylarthritis,” 
while Scheda refers to it as ‘‘spondylomalacia.” 

Many cases have had no treatment and have been 
recognized only accidentally after a lapse of years. 
In some instances simple retention and rest in bed 
have been sufficient to effect a cure. In others, the 
use of a plaster jacket and cast over a considerable 
period of time has been necessary. Many cases 
have required open operation with autogenous bone 
transplantation. 

In choosing the form of treatment the patient’s 
occupation, financial condition and number of 
dependents, and the amount of time he can give 
to obtain a cure must be considered. 

In cases of injury in the lumbar or lower thoracic 
regions the bone splint is indicated, especially when 
the patient can devote relatively little time to the 
treatment. It is indicated also when conservative 
treatment does not give relief or the lesion progresscs 
even with rest in bed. 

Sturgis reports eight cases. In the first two, 
movement of the head was difficult for some time, 
but the patient was unaware of the vertebral 
fracture for years or until the X-ray disclosed th 
condition. 

In Case 3 discomfort in moving about followed an 
injury to the spine. The X-ray showed the third 
lumbar vertebra to be one-third the normal siz 
An autogenous bone splint was inserted with a vers 
good result. 

Case 4 was that of a lineman who fell with 
pole which had broken at the base. An X-ra: 
examination of the shoulder which was supposed tu 
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be injured proved negative. Several weeks later 
when the patient was first seen by Sturgis he 
showed a marked kyphosis of the eleventh dorsal 
vertebra. The X-ray revealed destruction of the 
inferior surface which was more marked on the 
anterior side. This patient refused treatment. 

In Case 5 a fall of 18 ft. was followed by pain in 
the back which was shown by the X-ray to be due to 
injury of the eighth thoracic vertebra. 

Case 6 was that of a man 72 years of age who 
was injured by aheavy weight falling on his shoulder. 
Complaint was made of pain in the mid-lumbar 
region. The X-ray revealed a horizontal fracture 
of the third lumbar vertebra. Because of the 
patient’s advanced age he was treated with appara- 
tus. 

Case 8 was that of a man of 21 years who fell 40 
ft. and landed on his chest. It was believed at first 
that he had fractured only one of the small bones in 
the right hand. He was in the hospital twelve 
weeks and complained of great pain and weakness. 
The X-ray showed fractures of the fifth, sixth, 
seventh, and ninth thoracic vertebre. 

The last case reported was that of a man of 32 
years who fell 20 ft., striking on his head. Five 
weeks later an X-ray examination showed injury 
to the fifth and sixth vertebra. A lateral view re- 
vealed plainly a diagonal fracture of the body of the 
fifth. 

The third, fourth, fifth and seventh cases cited 
uphold the Sever theory that an untreated lesion is 
progressive. 

In the sixth case, a horizontal fracture through the 
body of the vertebra without involvement of either 
articular surface and without pressure on the 
spinal cord, healing may result from the use of the 
retention apparatus, but the patient’s advanced age 
is an unfavorable factor. 

In Cases 3, 4, 7, and 8 operation is indicated as 
all of the patients are laboring men and have 
dependents. Dan MELLEN, M.D. 


Naffziger, H. C.: Spinal Cord Tumors (Arachnoid 
Fibroblastomata). Surg.Clin. N. Am., 1922, ii, 363 


The author reports six cases of spinal cord tumor 
selected from a series. They were all fibroblastomata 
and of a type particularly amenable to surgery. 

Cord tumors are not usually diagnosed until the 
paralysis is far advanced. Each of the author’s 
patients had had from four to twenty medical atten- 
dants before the condition was recognized. This was 
due to the general belief that spinal cord tumors are 
infrequent and to the fact that the symptoms are 
often attributed to syphilis. The diagnosis is nct 
difficult as usually there is a history of a slowly on- 
coming paraplegia or quadriplegia with a constant 
upper level of sensory involvement. 

The degree of permanent damage depends upon 
the rate of progress of the condition and the degree 
of compression. All these cases showed niarked 
paralysis with relief of pressure soon after the opera- 
tion. 
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The question of nomenclature is discussed, and the 
term ‘“‘arachnoid fibroblastoma,” suggested by Mal- 
lory, is adopted by the author because of the origin 
and character of the tumor. 

Five of the six cases were traced for from two to 
ten years. All had been subjected to laminectomy, 
which requires attention to detail in the prevention 
of hemorrhage and delicate handling of the intra- 
dural structures, but presents no peculiar technical 
difficulties and does not involve a great tax on the 
patient’s physical resources. 

The differentiation of an intramedullary degen- 
erative process from a lesion which blocks the sub- 
arachnoid spaces is important. The combined cis- 
tern and lumbar puncture is a valuable aid. Nafizi- 
ger does not advocate the occipito-atlantoid punc- 
ture for routine work, but states that it may possibly 
give further knowledge regarding variations in intra- 
cranial pressure. Cistern puncture is far more dan- 
gerous, if not properly done, than spinal puncture, 
but is less of a risk than permitting the condition to 
go unrecognized or resorting to an exploratory opera- 
tion. 

In five cases removal of the tumor was followed 
by recovery from the paralysis. The sixth case was 
operated on too recently to warrant conclusions as to 
the final outcome. Three of the patients present no 
symptoms or findings whatever of their previous 
condition. One, an elderly woman, uses a cane and 
is slightly spastic. Another was walking unaided 
two months after the operation and has not been re- 
examined. All of these patients except one were 
women about 41 years of age. 

Of all cases of spinal tumor those of arachnoid 
fibroblastoma have shown the best results. 

Marcus Hosart, M.D. 


Bevan, A. D., and Gill, J. C.: Endothelioma of the 
Spinal Cord. Surg. Clin. N. Am., 1922, ii, 695. 


The first case reported was that of a well-developed 
woman 31 years of age who complained of pain in the 
left side of the abdomen and difficulty in walking. 
The pain was of eight months’ duration, and at first, 
moderately severe. It had always been on the left 
side, extending from the middle of the left side 
of the back in the lumbar region forward to the 
mid-abdomen in a zone about 4 in. wide. It was 
usually dull, but sometimes cramp-like. The family 
and personal history revealed nothing of importance. 

Physical examination showed that both sides of 
the body were symmetrical and without muscular 
atrophy. The knee jerks were exaggerated. Ankle- 
clonus and a positive Babinski were present on both 
sides; but all reflexes were more pronounced on the 
left’ side. The abdominal reflex was absent on the 
left side and present on the right. In the upper ex- 
tremities the tendon reflexes were present and equal. 
All eye movements were normal. 

Pain and temperature sense was diminished 
equally on both legs, most markedly below the 
knees. Tactile sense was present in both lower ex- 
tremities, but diminished below the knees. Muscle 
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sense was markedly diminished in the left lower 
extremity, but normal on the right side. The upper 
extremities and the trunk above the tenth dorsal 
segment were normal. The Romberg sign was 
present and marked. A narrow zone of hyperes- 
thesia was found in the region of the tenth dorsal 
segment. 

The bladder was normal except that at times the 
patient experienced slight difficulty in emptying it. 

The gait was shuffling and spastic. The flexors 
of the knees were stronger on the right side than on 
the left. 

The X-ray examination of the spine was negative. 
Spinal fluid also was negative except for a 1-+ Nonne. 

A diagnosis was made of intradural tumor on the 
left side of the cord at the level of the tenth dorsal 
vertebra. This was based upon the history of persis- 
tent pain localized along the distribution of the 
twelfth dorsal segment, the disturbance of pain and 
temperature sense on both lower extremities, the 
spasticity, the exaggerated reflexes, the positive 
Babinski, and the ankle-clonus on both sides. Such 
a combination indicated interference with the func- 
tions of the Gower tracts which was more pro- 
nounced on the left side, interference with the cere- 
bellar tracts carrying impulses of muscle and joint 
sense on the left side. 

Differentiation was made from the various types 
of subacute and chronic myelitis, such as lateral 
sclerosis, ataxic paraplegia, and combined sclerosis. 
In syringomyelia there would be dissociation of 
sensation. 

Intramedullary tumors show a tendency to extend 
to other segments of the cord, thus causing shifting 
of the symptoms. In the case reported the symp- 
toms were confined to one segment of the cord. 

The position of spontaneous, persistent pain along 
the distribution of the twelfth dorsal segment in- 
dicated that the tumor was opposite the body of the 
ninth dorsal vertebra. 


SURGERY OF THE 


Bruening, F., and Forster, E.: Peri-Arterial Sym- 
pathectomy in the Treatment of Vasomotor- 
Trophic Neuroses (Die periarterielle Sympathek- 
tomie in der Behandlung der vasomotorisch-trophi- 
schen Neurosen). Zentralbl. f. Chir., 1922, xlix, 913. 


Peri-arterial sympathectomy is recommended on 
the basis of a case in which the adventitia of the 
right brachial artery immediately below the axilla 
was extirpated for a distance of 8 to 10 cm. because 
of a severe vasomotor-trophic neurosis of the right 
hand associated with severe pain and refractory to 
every form of treatment. After a short time there 
was complete return of function. Harms (Z). 


Davis, B. F.: Repair of the Peripheral Nerves. 
Minnesola Med., 1922, Vv, 474. 


The author describes the regeneration occurring 
in repaired nerves as shown by previous investi- 


Incision was made from the twelfth dorsal spine 
upward for a distance of 6 in. and the muscles and 
soft tissues were separated from the posterior sur 
face of the arches with a chisel. Rongeur forceps 
were used to bite off the spinous processes of the 
ninth, tenth, eleventh, and twelfth vertebra, and 
also the arches of these vertebra. When the cord 
was exposed by splitting the dura a neoplasm was 
revealed at the side of the tenth dorsal vertebra. 
This tumor was the size of a cranberry and had the 
appearance of an endothelioma. 

The patient made a good recovery. Immediately 
after the operation she had little or no use of the left 
limb but function returned within two weeks. 

The second case reported was that of a man of 4o 
years who complained of difficulty in urinating and 
paresis of both extremities. 

On neurological examination the reflexes of the 
arms were found to be normal, as were also the pupils. 
No abdominal reflexes could be elicited except in the 
upper quadrant. The cremasteric reflexes were 
exaggerated, particularly on the left side where 
clonus was present. No Babinski was obtained, but 
it had appeared. Tactile sensation was impaired be- 
low the level of the umbilicus. Temperature sense 
was lost in the entire right leg and on the left side 
along the outside of the hip. The rest of the left 
leg was hypersensitive to heat and cold. Blood and 
spinal fluid Wassermann tests were negative. 

Operation revealed an endothelioma. This was 
removed and the patient recovered. 

The third case discussed was that of a woman of 25 
years who was operated upon by the author for 
spinal cord tumor ten or twelve years ago. Her 
symptoms consisted of a gradually developing paresis 
of both extremities. The X-ray showed a number 
of exotoses on the humerus, femur, and tibia. 
Operation revealed a bony tumor on the left side of 
the fourth dorsal vertebra. The patient made a 
satisfactory recovery. Joun MircHett, M.D. 


NERVOUS SYSTEM 


gators, and compares the nerve system to a conduit 
containing insulated wires. If the distal segment 
of a nerve is rotated on its axis the motor fibers 
may proceed down sensory pathways or the sensory 
fibers down motor pathways and thus become lost. 

In the process of nerve regeneration the neuraxes 
arise from intact proximal nerve fibrilla and cross 
the suture line toward the periphery in protoplasmic 
bands which arise by proliferation of the cells of 
the neurilemma. These neuraxes bridge the gap and 
replace the original nerve trunk. The point of nerve 
section, if adequate suturing has been done, is 
bridged and practically restored to normal within 
four weeks. 

Only three methods for the operative repair of 
peripheral nerves are worthy of consideration: (1) 
end-to-end suture, (2) the so-called cable graft, and 
(3) the fascial tube. 
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End-to-end suture is the best method. For this 
procedure the ends of the nerves must be brought 
together. Coaptation may be facilitated by freeing 
the nerve ends from their beds for some distance, 
changing the course of the nerve, flexing the joints 
and adducting the limbs, or suturing the fibrous 
ends of the nerve as closely together as possible 
with the arm flexed and then gradually straighten- 
ing the arm to stretch the nerve so that the ends 
may be brought together at a second operation. 

The average distances gained by these methods 
in different nerves are as follows: ulnar nerve, 3 to 
1o cm. depending upon the method used; median 
nerve, 2 to 9 cm.; musculospiral nerve, 2 to 10 
cm.; sciatic, internal, and external popliteal trunks, 
3 to 10 cm. 

In a two-stage operation more distance can be 
gained. 

Points to be borne in mind in the used of end-to- 
end suture are: 

1. The ends of the severed nerve should be cut 
off above the scar tissue. 

2. The suturing should be done with fine waxed 
silk or fine plain catgut. 

3. Asa rule the sutures should be passed through 
the epineurium only, but when the nerve is large 
one or two may be passed through the nerve trunk. 

4. The nerve ends must not be forced together 
too closely, but should be approximated gently. 

The cable graft method consists in transplanting 
a segment of one or more sensory nerves to fill in the 
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gap. Its disadvantages are that two incisions and 
two suture lines are necessary; the nerve may 
regenerate past the first suture line and become 
blocked by fibrous tissue at the second, a second 
operation thus being rendered necessary. The 
removal of tissue from its natural location and 
blood supply and its transplantation to another 
location is often followed by necrosis of the trans- 
plant. 

The use of a fascial tube is rarely necessary. If 
the tube is long it is apt to become transformed into 
scar tissue before the nerve regenerates. 

If no function returns in from three to six months 
a surgical examination should be made because if 
the muscle is left inactive too long it may degenerate. 
At this operation it will be possible to determine 
whether the neuraxes have crossed the lines of 
suture and are growing distally. This is done by 
Malone’s method, a method based on the fact that 
stimulation of a sensory or mixed nerve causes 
reflex stimulation of the respiration. If no response 
occurs, the nerve should be cut and resutured. 

Failure of growth may be due to cicatrization, 
improper technique, hemorrhage, or cyst formation. 
Fat and fascia wrapped about the suture line usually 
cause cicatrization. In the technique care should 
be taken to avoid twisting the nerves, too tight 
suturing, and excessive tension on the suture line. 
If only part of the nerve has failed to regenerate 
only that portion should be resected and repaired. 

Marcus Hosart, M.D. 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Green, T. M.: Traumatic Asphyxia. Surg., Gynec. & 
Obst., 1922, XXXV, 129. 


Traumatic asphyxia is brought about by compres- 
sion of the chest and abdomen which is continued 
over an extended period of time and causes suspen- 
sion of the respiratory function. It is a rather rare 
condition. 

The reported cases exhibit certain striking and 
more or less constant characteristics. The dis- 
coloration of the skin, which varies from dark red 
to purple and may be discrete or confluent, covers the 
face and neck and sometimes extends as far down 
on the chest as the third rib. Other phenomena 
frequently associated with the condition are brief 
or prolonged unconsciousness, respiratory or car- 
diac depression, pulmonary engorgement associated 
with rales, and the expectoration of blood. Con- 
vulsions are not uncommon and occur not only with 
the resumption of consciousness, but during several 
days thereafter. 

The treatment consists in the use of stimulants, 
oxygen, and artificial respiration. Many cases show 
the so-called ‘“‘contusion pneumonia” about the 
third day. The prognosis as to vision should be 


guarded since optic atrophy and opaque patches 
of the macula have been reported. 
H. A. McKnicat, M.D. 


Serdjukoff: A Case of Suppurating Abscess Due 
to the Introduction of Saliva under the Skin 
(Fall eines kuenstlichen eitrigen Abscesses durch 
Einfuehrung von Speichel unter die Haut). Deutsche 
Zischr. f. Chir., 1922, clxxi, 134. 


A soldier, 23 years old, allowed a civilian to in- 
ject saliva under the skin of his left thigh and soon 
thereafter became ill. On the seventh day he re- 
ported at the hospital with a temperature of 30 
degrees C. and a pulse rate of 100. On the left thigh 
at the level of the flexure of the knee was a swell- 
ing under the skin measuring 18 by 7 cm. The 
skin over it was dark red and in places discolored 
bluish-red or rose color. Fluctuation and gaseous 
crepitation under the skin were noted. There were 
two distinct puncture wounds like those due to 
the needle of a Pravaz syringe. 

When the abscess was opened foul-smelling gases 
and almost a glassful of turbid, purulent fluid and 
shreds of cellular tissue was evacuated. Examina- 
tion of a smear showed abundant saliva and leu- 
cocytes, some flat epithelial cells, very many 
hematoidin crystals, and various cocci and bacilli. 
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Cultures demonstrated the presence of bacillus 
subtilis. During the first week following the opera- 
tion there was a high fever but the subsequent course 
was afebrile. The healing of the wound was strik- 
ingly slow. The patient was discharged after ninety- 
two days. Borr (Z). 


BLOOD 


Byford, W. H.: A Simplified Apparatus for the 
Transfusion of Blood by the Citrate Method. 
Surg., Gynec. & Obst., 1922, XXXv, 229. 

The needle used is a No. 13 gauge with the 
syringe end filed off. A piece of heavy rubber 
tubing 4 in. long and of #z-in. caliber connects it to 
the lowest point of an Erlenmeyer flask. An L- 
shaped piece of glass tubing with a glass bulb filled 
with cotton is inserted into the cork. Distal to this 
is an ordinary rubber tube with a mouthpiece. 

When the needle is inserted into the vein, negative 
pressure in the flask produced by suction at the top 
draws the blood directly into the citrate solution 
without exposing it to the air. After a sufficient 
quantity of blood has been withdrawn the needle is 
taken out and a few drops of citrate solution are 
drawn through it to wash it free of uncitrated blood. 
The same needle is then inserted into the reci- 
pient’s arm, the mouthpiece detached, and an air 
pump substituted. H. A. McKnicut, M.D. 


BLOOD AND LYMPH VESSELS 


Durante, L.: Traumatic Arteriovenous Aneurism 
of the Radial Vessels (Sull’ aneurisma traumatico 
artero-venoso dei vasi radiali). Riforma med., 
1922, XXxvili, 873. 

Traumatic aneurism of the radial artery is rare, 
constituting only about 1.7 per cent of all surgically 
treated aneurisms and about .og per.cent of arterio- 
venous aneurisms. About 70 per cent of radial 
aneurisms occur in the inferior third, and 30 per 
cent in the upper two-thirds, of the forearm 

In the treatment complete extirpation of the 
aneurism sac is always to be preferred to quadruple 
ligation as the latter does not prevent recurrence. 
The best time to operate is about forty days after 
the development of the aneurism, when inflamma- 
tion has subsided and the aneurism is fully formed. 

Durante reports the case of a boy 15 years of age 
whose wrist was cut by a piece of glass. About 
twenty days later a rounded projection appeared at 
the site of the healed wound and slight paresis of 
the thumb developed. The tumefaction was in the 
trajectory of the radial artery and about 4 cm. from 
the apex of the styloid process of the radius. 

At operation the aneurism sac was found to orig- 
inate from the ulnar side of the radial artery. The 
two accompanying veins were adherent to the 
opposite arterial wall. The artery and veins were 
separately ligated centrally and peripherally and the 
isolated sac was then completely extirpated. The 
sac measured 5 by 3 cm. 
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This aneurism belonged to Banti’s third type of 
arteriovenous aneurisms, an “arterial aneurism wit} 
aneurism varices,” which corresponds to Broca’s 
varicose aneurism with arterial cyst. 

W. A. BRENNAN. 


Lissizyn: Operative Arteriolysis and Its Rationale 
(Die operative Arteriolyse und ihre Begruendung). 
Westnik Chirurgiji i pogranitschnych oblastej, 1922, 
i, 37: 

The author has observed frequently that gunshot 
injuries in the vicinity of large vessels but not 
causing direct vascular injury may produce extensive 
cicatrices causing severe peripheral trophic injury 
with loss of nerve function. The peripheral pulse 
becomes scarcely perceptible. 

In a case of this kind which was due to a gunshot 
fracture of the radius and in which the trophic dis- 
turbance in the affected hand was very marked 
Lissizyn did an operative arteriolysis, that is, he 
freed the radial artery from the surrounding cic- 
atricial tissue for a distance of 6 cm. The artery 
immediately became filled with blood, the peripheral 
pulse again became powerful, and in two months 
all of the trophic disturbance had disappeared en- 
tirely. 

At examination nineteen months later the hand 
was found to be normal. Petrow (Z). 


Koyano, K.: Clinical and Experimental Thrombo- 
Angiitis Obliterans. Acta schole med. univ. imp., 
Kioto, 1922, iv, 501. 

Thrombo-angiitis obliterans is a condition occur 
ring most frequently in middle-aged men and causing 
symptoms such as coldness and lessened sensibility 
of the extremities followed first by the so-called 
claudicatio intermittens and finally by gangrene of 
the terminal members with severe pain. Buerger 
asserts that in the acute stage there is a certain 
morphological alteration in the blood vessels which 
is unique and specific for this disease, not having 
been seen in thrombosis due to other causes. The 
“often associated” thrombophlebitis of the super- 
ficial veins and the ‘‘cutaneous nodules” which are 
a characteristic manifestation in many of Buerger’s 
cases, are rare in the author’s cases among the Jap 
anese. 

The so-called purulent focus and giant-cell foci 
were found in an occluded superficial vein in only one 
case, and the question still remains whether this is 
the chief alteration in the primary stage or th: 
subsidiary lesion in the later stage. 

A further alteration, the purulent focus or the 
precursor of the miliary giant-cell focus, is to be seen 
in the gangrene following “‘grippe,”’ as well as in the 
clot which is formed experimentally by the intra 
venous injection of collargol associated with ligation 
of the local vessel. 

In various experiments to obtain a histologi: 
alteration with giant-cell foci in a thrombus under 
the influence of pathogenic bacteria the results were 
negative. H. A. McKnicur, M.D. 
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Bull, P.: Embolic Gangrene of the Extremities, 
Particularly the Lower Extremities (Embo- 
lische Gangraen der Extremitaeten, besonders der 
unteren). Norsk Mag. f. Legevidensk., 1922, \xxxiii, 

Bull discusses the disease picture of embolic 
gangrene of the lower extremities on the basis of 
cight cases. The causes of the embolism are: 

1. Thrombosis of an artery occurring centrally 
from an embolus due to arteriosclerosis or aneurism. 

2. Thrombus formation in the left heart. This 
is by far the most frequent cause of embolism as 
shown by the fact that in half of the cases there was 
an old valvular defect. Thrombi in the heart are 
present also, however, in myocarditis. A large 
number of cases of embolic gangrene can be traced 
to infectious diseases. 

3. Thrombus formation in the right auricle or 
the veins of the systemic circulation. This condi- 
tion depends upon an open foramen ovale. The 
foramen ovale is very rarely open, however, though 
usually in the cadaver it can be easily penetrated 
by means of a probe. By pressure of the circula- 
tion one wall is forced against the other so that no 
blood can pass through it. Accordingly, only thrombi 
in the left heart come into consideration as the 
cause of embolism. The location at which the 
embolus becomes stationary depends on its size. 
The occurrence of gangrene depends on whether a 
collateral circulation develops. When the heart is 
normal a collateral circulation is easily established, 
but in persons whose cardiac activity is much 
reduced the blood pressure in the peripheral arteries 
is decreased considerably and a stagnation thrombus 
may form. This secondary thrombus, which forms 
in a few hours, blocks the collaterals. A typical 
case is as follows: 

A patient, young or old, suffering from cardiac 
defect or in the first stage of convalescence after 
an acute infectious illness, is suddenly seized with 
severe pain in one or both legs. At the same time or 
in the course of a few hours he notices a diminution 
of sensation, the leg becomes white and cold, and 
muscle function is decreased so that soon the leg 
cannot be moved. The pulse in the chief artery is 
cither entirely absent or very much weaker than 
that on the other side. Often the sensitive dis- 
tension can be felt in the artery, and above this 
point the pulse is normal. At the end of only a few 
hours these symptoms are so pronounced as to be 
recognized as signs of death of the part. The pain 
remains as severe as before. If the embolus is 
situated at the bifurcation of the aorta, there will 
be pain also in the back and the stomach in addition 
to bladder symptoms in the form of incontinence 
and hematuria. If the thrombus lies obliquely, it 
may slip entirely into the iliac artery or become 
partially loosened, thus causing obstruction further 
down. 

From his study of autopsy reports for twenty-six 
years the author has found that by no means all 
cases of blocking of the aorta lead to gangrene of the 
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lower extremities; collateral circulation is more easi- 
ly established here than further down, by means of 
the subclavian, internal mammary, superior and 
inferior internal epigastric, intercostal, lumbar, and 
circumflex iliac arteries. 

The prognosis is dependent not only on the local 
processes, but also on the occurrence of embolism 
in other vital organs, especially the brain, kidneys, 
and intestines. If gangrene has developed, the seat 
of the embolus responsible must be sought con- 
siderably above the line of demarcation. In gangrene 
of the foot and lower third of the leg it is located 
in the popliteal artery; if the gangrene extends as 
far as the upper third of the leg, it is in the femoral 
artery; in gangrene of the thigh, it is in the iliac 
artery or the aorta. 

In a number of cases the embolus has been suc- 
cessfully removed and the artery sutured at early 
operation (at the latest ten hours from the begin- 
ning), whereupon the circulation was immediately 
restored and the limb saved. During the operation 
compresses dipped in sodium citrate solution as 
recommended by Key are used. The surgeon’s hands 
and the instruments are also rinsed in this solution. 

In order to remove the secondary stagnation plug, 
which may be extraordinarily long, traction must be 
carefully applied to the embolus with simultaneous 
stroking from the periphery upward over the 
artery. If the thrombus tears during this procedure, 
the artery must be opened further down and 
washed out from below with sodium citrate solution. 
If the blood does not flow out in a full stream after 
the artery has been opened from the center an 
obstruction is probably situated further up and the 
artery must be opened at a higher level. After 
suturing of the vessel one must assure oneself that 
the pulse has returned at the periphery. 

The article is concluded with detailed histories of 
eight cases. Porr (Z). 


Homans, J.: Varicose Veins and Ulcer: Methods of 
Diagnosis and Treatment. Boston M. & S. J., 
1922, clxxxvii, 258. 

The main sapbenous vein has fifteen to twenty 
bicuspid valves. The femoral vein usually has one 
valve above the entrance of the great saphenous. 
The superficial veins of the leg anastomose with the 
deep veins by a series of valve-containing vessels 
which pierce the fascia. The deep veins are almost 
never varicose and will carry the load of the super- 
ficial circulation. 

Varicose veins are associated with occupations 
requiring heavy lifting, continued standing, and 
conditions that increase intra-abdominal pressure, 
such as pregnancy. They occasionally appear at 
puberty and in early life, presumably because of 
malformations of the walls or the valves. The most 
intractable form arise after phlebitis which leaves 
defective valves and thickened walls. 

As the valves fail the veins dilate and nutrition 
becomes disturbed. Scar tissue replaces the smooth 
muscle and elastic fibers. Tortuous and sacculated 
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areas are formed. Calcification may occur. The 
blood stagnates and the long column of blood in- 
creases the pressure on the walls. The vein may 
rupture. 

Varicose ulcer, the most common complication, 
results from injury plus infection in poorly nourished 
skin and subcutaneous tissue. Pigmentation appears 
first at the point of greatest stagnation and poor 
nutrition upon the front and inner sides of the 
lower leg. 

The simplest test of incompetency of the valves 
is the Trendelenburg test, viz., suddenly lower- 
ing a leg that has been emptied of blood by eleva- 
tion. If the finger is pressed over the saphenous 
opening while the leg is elevated the vessels remain 
collapsed when the leg is lowered and fill with a 
shock when the pressure is released. If the finger 
pressure is not released and the vein fills rapidly 
from below, there is leakage of the valves in the 
perforating branches to the deep veins. The con- 
dition of the lesser saphenous vein may be tested 
similarly by applying pressure at the level of the 
knee. 

The most common type of large, dilated, tortuous 
varicose veins is most evident on the inner side and 
the front of the calf. The Trendelenburg test is 
positive. The complicating ulcer is easily cured. 
The perforating veins are usually competent. 
Postphlebitic varix, a less frequent type, is 
diagnosed on the basis of a history of phlebitis, the 
presence of small sclerosed veins, and in advanced 
cases, extensive diffuse induration and cedema of 
the calf. The filling test usually shows rapid fill- 
ing below the constriction. A complicating ulcer, 
often diffuse or multiple, is usually present and 
may be the first sign to attract attention to the 
condition. The ulcers may be mistaken for syphilitic 
ulcers. This varix is intractable to palliative treat- 
ment and almost invariably requires excision. Op- 
erations upon postphlebitic varix and ulcer are 
difficult and show a relatively low proportion of 
cures. 

A rare type includes dilatation of the lesser 
saphenous vein alone and of the vessels of the outer 
leg and thigh, independent of the saphenous sys- 
tems. Palliative treatment never alters the basic 
varicose condition and is effectual only while main- 
tained. This consists of compression by means of 
clastic or canvas stockings, gauze, and flannel rollers, 
careful soap and water cleanliness, and rest in bed. 
For ambulatory treatment a bandage of Unna’s 
paste is useful. 

The essentials of operative treatment are thorough 
eradication of the upper end of the great saphenous 
vein, perfect wound healing, which is favored by 
gentle operative handling of the tissues, fine liga- 
tures, a dry wound free from dead spaces, and the 
treatment of ulcers to prevent their recurrence. 
The main saphenous trunk should be stripped to 
below the knee. Excision of the distended veins of 
the calf controls incompetent perforating veins. 
When the perforating veins are competent, excision 


of the enlarged superficial veins above will cure the 
ulcer. A very large and indurated ulcer may be 
excised, the wound edges approximated, and the 
remaining raw surface covered with a skin graft. 
Incompetent perforating veins in the calf must be 


ligated and the ulcer dissected to sound tissue. It - 


may be necessary to perform the operation in several 
stages. 

Acute phlebitis in veins previously normal 
should be treated conservatively. Convalescence 
should be prolonged and return to active life slow. 

Operations on thrombosed veins near the saphen- 
ous opening may be followed by pulmonary embo- 
lism. Organization of a clot does not lead to 
obliteration of the varix. Phlebitis is apt to recur. 
Varicose veins affected by acute phlebitis should be 
excised. In operations on thrombosed veins the 
adherent inflamed skin must be removed. Opera- 
tions for the removal of clotted varicose veins are 
remarkably satisfactory and will save the patient 
time and suffering. Watter C. Burkert, M.D. 


SURGICAL DIAGNOSIS, PATHOLOGY, 
AND THERAPEUTICS 


Goodman, H.: Ulcer of the Leg: Its Localization 
as a Point of Differential Diagnosis. Arch. 
Dermat. & Syph., 1922, vi, 179. 

Of sixty-four patients with ulcers of the lower 
part of the legs, twenty-five had an ulcer on the 
right leg, twenty-six an ulcer on the left leg, and 
thirteen, ulcers on both legs. 

In the cases of ulcer on the right leg the Wasser- 
mann reaction was positive in thirteen, anti- 
complementary in two, and negative in ten. A 
positive clinical diagnosis of syphilitic ulcer was 
made in only four cases. 

In the cases of ulcer on the left leg the Wasser- 
mann reaction was positive in six, anticomple- 
mentary in one, and negative in nineteen. Clinical 
diagnosis was impossible in every case. The non 
syphilitic ulcers consisted of circular, varicose, 
diabetic, tuberculous, senile, and other types of 
ulcers. Two chronic ulcers showed cancerous 
degeneration. Chronic ulceration of the leg is 
associated with periostitis and changes in the deep 
arteries of the leg. 

In the cases of ulcers on both legs the Wasser- 
mann reaction was positive in two. A clinical 
diagnosis of syphilitic ulcer could not be made in 
any case. 

These cases indicate that ulcers of the right leg 
are more apt to be syphilitic than those of the left 
leg. There is nothing in the nature of the syphilitic 
process to account for this. In cases of ulcer of the 
left leg the Wassermann test was negative in 73 
per cent as compared with 43 per cent in cases of 
ulcer of the right leg. In the author’s opinion the 
explanation of the predominance of non-syphilitic 
ulcers on the left leg is to be found in the anatomical 
arrangement of the veins and arteries of the two 
lower extremities, the left leg being more often 
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subjected to diseases dependent on retardation of 
the venous circulation. In go per cent of all cases 
of thrombophlebitis the thrombosis occurs in the 
left leg, milk-leg is more common in the left leg, and 
in cases of failing circulation the left leg is more apt 
to become cedematous than the right leg. 

WALTER C. BurkEt, M.D. 


ROENTGENOLOGY AND RADIUM THERAPY 


Mavor, J. W.: The Effect of the X-Ray on the 
Germ Cells. J. Radiol., 1922, iii, 320. 


Experiments were carried out to ascertain the 
specific effect of roentgen rays upon the dividing 
cell and the modification of the germ cells by 
external means. Small fruit flies were used because 
their egg cells have been minutely studied and 
accurate knowledge has been gained relative to 
their method of division and development into new 
individuals. The life cycle of this fly is described 
at considerable length and the laws of Mendelian 
inheritance as applied to it are emphasized. 

Preliminary experiments showed that the sterili- 
zation dose of roentgen rays was small as compared 
with the lethal dose for female flies, so that flies 
could be sterilized without apparently affecting them 
in any other way. The females were rayed with a 
dose just under the sterilization dose soon after 
they emerged from the pupa cases and then immedi- 
ately mated in rearing bottles. In all experiments an 
equal number of control matings were kept under 
the same conditions as those under which the 
rayed pairs were kept. It was found that the off- 
spring of the rayed flies differed both numerically 
and in inherited characteristics from those of the 
controls. These changes are explained on the basis 
of changes in certain of the chromosomes of the 
mitotic cells. 

The author sums up the results of his experiments 
as follows: 

A specific effect of the roentgen rays has been 
shown in the dividing germ cell which leads to a 
specific modification in the inheritance of the off- 
spring. ApotpH Hartune, M.D. 


Purcell, C. E.: An Interesting X-Ray of Study of a 
Foreign Body, Honey Locust Seed, in the 
Right Bronchus. Kentucky M.J., 1922, xx, 529. 


In the case reported a honey locust seed was 
presumably swallowed by a 2-year-old child. Aside 
from a violent fit of coughing lasting for several 
hours, no other untoward symptoms were noted for 
two days. The roentgen-ray examination proved 
negative although in a control exposure a similar 
seed placed under the patient was plainly visible. 
Examination of the throat revealed laryngitis, a 
condition which was considered a sufficient explana- 
tion for a slight rise in the temperature on the 
second day. At that time sligiitt dyspnoea and 
irritability also developed and the insistence of the 
child’s parents that something be done led to a 
bronchoscopic examination under general anes- 


thesia. The seed was discovered in the right 
bronchus and removed without difficulty. An un- 
eventful recovery followed. 

The conclusions drawn by the author from this 
case are as follows: 

1. A foreign body in the air passages may not 
cause any symptoms during the first twelve hours. 

2. When the presence of a foreign body is in- 
dicated by the history an exploratory bronchoscopic 
examination is justified. It can cause no harm if 
properly done. 

3. It is justifiable to give a general anaesthetic 
in order to keep the child absolutely still and to relax 
the laryngeal structures to the utmost. 

4. It is best not to attempt to locate a foreign 
body unless bronchoscopic extraction is  con- 
templated. _Hartune, M.D. 


Hubeny, M. J.: Positional Anomalies of the Gastro- 
Intestinal Tract. J. Radiol., 1922, iii, 364. 


It is generally accepted that there are variations 
of position and relationship of the abdominal vis- 
cera from the usual conception of the normal. The 
roentgen examination reveals many such variations. 
The author does not discuss positions brought about 
by inflammatory reactions, but considers the sub- 
ject from the standpoint of embryology, describing 
at some length the migration, rotation, descent, and 
fixation of the various parts of the gut during em- 
bryonic life. Variations in these normal processes 
may result from excess or defect. 

The cases in which the first two feet or so of the 
jejunum pass to the right are worth notice as this 
condition has a special bearing on the technique of 
the no-loop gastrojejunostomy as practiced in the 
Mayo operation and calls for a reversal of the method 
of placing clamps on the jejunum. In some cases 
the first and second parts of the duodenum are situ- 
ated unusually far to the right. 

In the colon there are many opportunities for vari- 
ations. As regards migration, the intestine may re- 
main either in whole or in part outside of the abdom- 
inal cavity or pause at any point along its develop- 
mental path. The cecum may be found on the Jeft 
side. 

The rotation of the colon may be deficient or ex- 
cessive. In the first event the ileum enters from the 
right and poSteriorly, and in the latter, anteriorly. 
In abnormal rotation combined with fixation the 
ileum frequently becomes kinked. 

In its normal position the cacum is said to be in 
the right iliac fossa, resting on the iliac fascia, cover- 
ing the iliopsoas muscle, above the outer part of 
Poupart’s ligament, about half below and half above 
the level of the anterior iliac spine. Minor vari- 
ations, however, are usually found. There may be 
hypodescent or hyperdescent. In hypodescent the 
cecum: lies anywhere between the region of the liver 
and its normal site. If it goes beyond its normal 
position into the pelvis or develops such proportions 
that it is possible for it to lie in the pelvis, it is said 
to be hyperdescended. 
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The process of fixation is a physiological fusion of 
contiguous peritoneal surfaces and offers numerous 
variations. Harvey divides these into hypofixation 
and hyperfixation. When hypofixation is present a 
mesentery may be found; when this is combined 
with a disproportionate linear development of the 
large bowel, many positions of the colon, either in 
part or in whole, can be expected. 

The chief sites for variations are the cecum, hepat- 
ic flexure, transverse colon, splenic flexure, the de- 
scending colon at the level of the iliac crest, and the 
sigmoid. ‘The splenic flexure is of particular interest 
as it occasionally runs up as high as the diaphragm, 
and when filled with food may simulate a tumor 
mass on palpation and percussion; sometimes gas may 
replace the bowel contents causing tympany, and 
both these conditions may be misleading if the lo- 
cation of the colon is not known. 

Hartunc, M.D. 


Witherbee, W. D.: The Dosage and Technique in 
the X-Ray Treatment of Goiter, Tuberculous 
Glands of the Neck, Tonsils, and Adenoids. 
Am. J. Roentgenol.,1g22, ix, 514. 


The factors used in the treatment of tonsils and 
adenoids are a 7-in. spark gap, a 5-ma. current, a 
10-in. distance, four minutes’ time, and a 3-mm. 
aluminum filter. This exposure is given at intervals 
of two weeks, the number of exposures depending 
entirely on the progress of the case. So far, in the 
author’s experience, the average case has required 
from six to eight treatments. Careful observation 
and examination of the throat during treatment are 
as essential as the factors of the technique. On 
account of the sensitiveness of the skin, the dosage 
for children should be reduced proportionately 
according to the age. 

The patient assumes the prone position with the 
head turned toward the side. The target of the 
tube is centered just behind the angle of the jaw, 
and the opening in the lead foil extends over an 
area 2 in. wide from just above the external auditory 
meatus down to the hyoid bone. 

In the treatment of goiter the same factors are 
used with an area of exposure extending from just 
above the external auditory meatus down to the 
lower level of the thyroid gland and transversely to 
the center of the middle lobe. As in the treatment of 
the tonsils, each side is exposed for four minutes, 
crossfire treatment being thus given to the gland, 
the tonsils, and the adenoids at the same time. 
An examination of the throat in cases of exoph- 
thalmic goiter almost invariably reveals chronic 
infection of the mucous membrane and tonsils. It 
is therefore essential that the infected tonsil and 
mucous membrane be included in the area exposed 
in order to rid the patient of an infection which may 
be indirectly the cause of the toxic symptoms. The 
number of treatments varies in these cases and is 
regulated by the basal metabolism determinations. 

The same dosage and technique may be used in 
the treatment of tuberculous glands of the neck. The 
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area of exposure includes not only the tuberculous 
glands but also the tonsils and adenoids, for the 
reason that it is more than probable that the pri- 
mary focus of infection is, or was, in the tonsil. The 
roentgen-ray effect on the follicles and crypts of the 
infratonsillar nodule and the follicles throughout 
the mucous membrane of the pharynx is similar to 
that produced on the tonsillar tissue, namely, 
atrophy due to the destruction or absorption of the 
immature lymphatic cells in the follicles. Thus 
it lessens the depth and distortion of the crypt and 
at the same time causes an eversion and evacuation 
of its contents. In thirty of thirty-six cases hamo 
lytic streptococci and staphylococci were eliminated 
from the crypts four weeks after one massive dose 
of the roentgen rays. 

Investigations of a large number of cases of tuber- 
culous glands of the neck treated with the roentgen 
rays prove not only that the treatment is harmless 
but also that the tonsils and adenoids and follicles 
of the mucous membrane have remained atrophied. 
In some instances three years have elapsed since the 
last roentgen-ray treatment. In the more severe 
infections of the glands of the neck it has been 
necessary to give as many as forty treatments. This 
has been done without the slightest indication of 
impairment of the functions of the normal thyroid, 
parathyroid, pituitary, or parotid glands. 

Hartunc, M.D. 


Stone, W. S.: The Present Field for the Use of the 
X-Rays and Radium in the Treatment of 
Malignant Neoplasms. Am. J. Roentgenol., 1922, 
Nn.s. ix, 502. 


During the last seven years the author has had 
under observation over 10,000 cases of neoplastic 
disease, the majority of which had been treated with 
the roentgen rays or radium. He therefore feels that 
he has arrived at a position in this work from which 
he may discuss the surviving old, the established 
new, and the still experimental phases of radio- 
therapy as applied to malignant neoplasms. 

As to the surviving old phases, radiotherapy 
merits consideration as the treatment of choice in 
selected cases of cancer in the curable stage either 
alone or as an adjunct to operation. In all the well- 
advanced cases and in those designated as being in 
the borderland of operability, in which formerly a 
radical operation was attended by a high primary 
mortality and a low percentage of cures, the 
surgeon’s responsibility is not fulfilled until all the 
aid which the roentgen rays and radium can supply 
has been enlisted. Even in diagnosis the therapeutic 
test of irradiation will often render an exploratory 
operation unnecessary. 

Of the established new phases of radiotherapy 
certain facts relating to the conditions upon which 
the effects of irradiation depend are generally 
recognized. Tumor cells in general respond more 
promptly to the action of roentgen rays and radium 
than the normal tissues, and different types of tumors 
or even tumors of the same type in different parts of 
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the body show wide variations. The size and extent 
cf a growth have some bearing upon the effects of 
irradiation but, next to its type, the condition of the 
tumor and its neighboring tissues determines the 
success or failure of such treatment more than any 
other factor. Infected tumors respond unfavorably. 
A tumor with altered nutrition in a subject whose 
general condition may still be apparently good may 
soon become so necrotic from the irradiation that 
the terminal period of the disease is prematurely 
initiated. Fibrosis resulting from an operation or a 
previous irradiation makes a tumor less responsive. 
The presence of normal neighboring tissues and 
their preservation by the avoidance of overdosage 
constitute important factors in the process of cure. 

Regarding the relative merits of the roentgen 
rays and radium, clinical observations seem to 
indicate that the effects of the roentgen rays and the 
gamma rays of radium are the same. The effects of 
each depend upon the power of absorption possessed 
by the tissues for rays of a certain wave length. 

A review of the material from which these general 
facts were obtained permits the presentation of 
numerous clinical fields in which, although the 
response to irradiation varies widely, the results 
indicate that the roentgen rays and radium have 
a very specific applicability. Lymphosarcoma, met- 
astatic teratoid tumors of the testicle, certain em- 
bryonic tumors of the kidney in children, and a 
type of bone sarcoma recently described by Ewing 
as endothelial myeloma represent types of neoplasm 
which promptly respond either to the gamma rays of 
radium or the roentgen rays after a single applica- 
tion. Other tumors, such as mixed tumors of the 
parotid, frequently respond promptly but the results 
vary. Basal-cell epithelioma is very susceptible to 
radiotherapy. There is a large group of ulcerating 
growths of the skin and mucous membranes in 
which, by the additional use of the beta rays and 
by implantation of radium into the tumor tissues, 
results have been obtained which in many instances 
are better than those given by the knife or cautery. 
In uterine cancer radium has achieved its most bril- 
liant success as a curative agent, especially in 
lesions of the cervix, in which the applicability of 
surgery is now very limited. A most conservative 
statement would be that any uterine lesion requir- 
ing more than a simple hysterectomy for its cure 
should be treated with radium. There is little 
evidence of practical accomplishment in cancer of 
the oesophagus and stomach. Primary results in 
tumors of the bladder, because these growths are 
frequently of the papillary and non-infiltrating type, 
justify the expectation that radiotherapy will have a 
definite curative value. There is already no doubt of 
the palliative value of radium. There is also much 
evidence of its palliative value in cancer of the 
prostate, but special care is needed in the selection 
of cases. Cancer of the rectum has proved a more 
difficult problem than first results indicated. 

The applicability of the roentgen rays and radium 
to inoperable -and recurrent lesions is doubtful. 
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However, following the proper selection of cases 
some of the most advanced growths have yielded to 
irradiation in a remarkable way. As with the pri- 
mary tumor, successs depends upon the type, size, 
extent, and condition of the growth. Regarding 
metastases, the author states that he has been 
fortunate in observing favorable results following 
the application of the gamma rays of radium to bone 
metastases from mammary cancer. There appears to 
be more than an even chance of relieving pain, and 
in a few instances the repair of the lesion as shown in 
the roentgenograms and a temporary restoration of 
the general health have justified the efforts. 

The prophylactic use of irradiation before and 
after operation is, perhaps, one of its most important 
applications. Certain cancers of the breast thus 
treated have apparently been cured, others have 
regressed, and in some cases inoperable conditions 
have been made operable. Such observations lead to 
the conclusion that during the early stages of the 
growth the use of these agents is indicated in 
conjunction with operation. Their postoperative 
application is becoming a routine procedure, and it 
is reasonable to believe that an increased number of 
permanent cures will result. The pre-operative 
treatment of mammary cancer is much less popular, 
but it appears to the author to rest upon a more 
scientific basis than the postoperative application. 
From his own observations he believes that the 
injurious effects of the operation are thereby 
minimized. The general adoption of pre-operative 
treatment in mammary cancer will soon show, he 
believes, that the field of applicability of the radical 
operation should be much restricted. 

The use of the roentgen ray and radium in the 
treatment of primary bone sarcoma is in the experi- 
mental stage, but a few facts have been definitely 
established, and results suggest that, with greater 
accuracy of diagnosis, an improved technique, and 
more frequent resort to the use of these agents prior 
to operative procedures, more substantial progress 
will be made. In the malignant osteogenic tumors, 
which are usually of the periosteal type, clinical 
results have been practically negligible except in one 
or two instances. In the giant-cell tumors, or 
relatively benign giant-cell sarcoma, varying in type 
from those which closely resemble the osteitis 
fibrosa or bone cyst te those in which local extension 
and recurrence show considerably malignant qual- 
ities, progress has been both encouraging and disap- 
pointing. Radium has been applied to the wound 
after curettage to prevent recurrence, and in 
numerous instances the local recurrences after opera- 
tion have completely disappeared following surface 
irradiation or the implantation of radium into the 
tumor. 

In conclusion the author states that in addition to 
supplanting operation as the method of choice for 
a number of types of malignant neoplasms, the 
use of irradiation has so limited the field of appli- 
cability of the radical operation in numerous others 
that the latter is becoming a questionable procedure. 
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The use of irradiation, therefore, has made necessary 
greater refinement in diagnosis. To this end the 
patient’s interests are best conserved by obtaining 
the conjoined knowledge of the surgeon and the 
radiologist. Hartvne, M.D. 


Merritt, E. A.: Recent Experiences in the Treat- 
ment of Mammary Carcinoma by Means of 
Heavily Filtered X-Rays. J. Radiol., 1922, iii, 373. 

During the past year the author has been observ- 
ing the effects upon mammary carcinoma of roent- 
gen therapy in which 5 ma. of current were passed 
through a Coolidge tube at a g-in. gap, 10- and 12-in. 
distances, and a 4%-mm. copper filter for a period of 
three hours for each area and through three or more 
portals of entry. In the beginning, only postopera- 
tive recurrent cases were thus treated. All of the 
affected side, both front and back, the supraclavicular 
and axillary spaces, and, when deemed best, the 
opposite breast, were rayed. Thus a patient received 
nine or more hours of roentgen-ray treatment given 
as rapidly as possible. It was found, however, that 
for the average patient a maximum of one and one- 
half hours was sufficient for any one day. The pro- 
duction of roentgen sickness was a factor which in- 
fluenced the length of exposure at a single sitting. 

The effects upon the skin varied from a roughened, 
bran-like elevation of the epidermis to actual vesicu- 
lation with, in several instances, slipping of the 
skin, but the ultimate result was a varying shade of 
brown with a smooth, somewhat thickened integu- 
ment. In the blacks the skin took on a deeper pig- 
mentation. Palpable tumors responded early and 
without a single exception. Their decrease in size 
and induration was synchronous and progressive, be- 
ginning within ten days. Recurrent nodes the size of 
small marbles disappeared in a month, leaving no 
trace whatever. The rapidity with which palpable 
and perceptible lesions in frankly inoperable types 
disappeared was highly encouraging and justifies the 
hope that’ continued experience along these lines will 
mark a new era in medicine. Even the temporary 
removal of demonstrable lesions in inoperable mam- 
mary cancer by a method comparatively free from 
hazard, pain, and a prolonged period of invalidism, 
is assuredly an innovation and should command 
general and serious consideration. 

Certain of the cases treated showed changes of the 
lung structure in the nature of a parenchymatous 
infiltration. Subsequently this underwent regres- 
sion. Others showed the formation of a pleural exu- 
date with symptoms of pleurisy of a mild type. In 
still others there were no demonstrable effects upon 
the lungs. 

In certain unfavorable cases the technique fol- 
lowed unfortunately increased rather than decreased 
the patient's suffering; by way of defense, the author 
states that they were all postoperative cases and, in 
his opinion, not properly selected as operable types. 

His experience leads him to the conclusion that, as 
a general rule, a woman afflicted with cancer of the 
breast with extramammary adenopathy may ex- 


pect better results from the roentgen-ray therapy 
administered as just described than from any other 
form of treatment. ApotpH Hartune, M.D. 


Boggs, R. H.: Ante-Operative Radiation of Car- 
cinoma of the Breast. Am. J. Roentgenol., 1922, 
n.s. ix, 508. 


A sufficient number of cases of carcinoma of the 
breast have received ante-operative radiation with 
such favorable results as to justify advocating pre- 
raying of every case of cancer of the breast, re- 
gardless of the stage of the disease. If this is done, 
more lives will be saved and much suffering will 
be prevented. The surgeon will then be operating 
on a breast the greater part of whose cancer tissue 
has been destroyed by radiation and the remaining 
cells of which are in a latent condition. The 
lymphatic channels, instead of being wide open, 
will be partly blocked and there will not be the same 
danger of metastasis. 

In estimating the value of ante-operative raying 
it is necessary to determine the structural type of the 
cancer under treatment. The prognosis is different 
in scirrhous, adeno-, and medullary carcinoma, and 
depends also on whether the growth is circum- 
scribed or infiltrating. The stage of the disease and 
the extent of the metastases must be taken into 
consideration before it can be decided whether a 
cure is to be expected or whether palliation with 
retardation is all that can be hoped for. 

Postoperative radiation offers little as compared 
with pre-operative radiation. If all of the cancer 
cells have not been removed surgically—and it is safe 
to assume that this is true in over 20 per cent of 
the cases—irradiation afterward does not offer the 
same opportunity of eradicating the remaining 
cells as the same procedure before operation, for 
experience has taught that traumatized malignant 
tissue responds less favorably to radiotherapy. 
Numerous authorities are quoted to support the 
author’s contention. 

The treatment of carcinoma of the breast by 
embedding radium throughout the breast and the 
adjacent glands, preceded by surface applications 
of radium and heavy filtered roentgen rays, makes 
radiation as thorough as amputation with the most 
careful glandular dissection. After such radiation 
removal cf the breast may be indicated, but a 
radical operation may not be necessary. 

The reason for advocating the use of radium by 
the method described is that early cases can be 
clinically cured without opening the lymphatic 
channels, and if operation is indicated later it will be 
performed when the cancer cells are nearly all 
destroyed, that is, when cell proliferation has been 
checked and only latent cancer cells remain. In 
some cases embedding radium would at least take 
the place of operation, but until more data are at 
hand it seems advisable to operate between three 
and eight weeks after radiation, depending upon 
the case. In late cases the radiation described is 
certainly superior to any form of operation per- 
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formed primarily, and if the breast is removed the 
axilla should rarely, if ever, be opened following the 
radiation. 

The lethal dose has created much discussion, and 
the radiologist’s success depends upon his ability 
to give this dose without producing superficial ul- 
ceration or necrosis. For most types of cancer of 
the breast the erythema dose is seldom the lethal 
dose. In the author’s opinion the lethal dose may 
sometimes be from three to six times the erythema 
dose. This is why he embeds radium in carcinoma of 
the breast in addition to giving deep therapy through 
the skin surface. By embedded needles very much 
more radiation can be given without serious injury 
to the uninvolved tissue. It is to be remembered 
that the implantation of radium, if sufficiently 
deep, in no way interferes with the application of 
full doses of deep roentgen rays over the surface. 
Roentgen rays are always applied as thoroughly as 
though no radium had been embedded. 

No uniform technique has been established in 
deep roentgen-ray therapy. That adopted by the 
author is as follows: 

The area to be treated, which includes the breast 
and all of the surrounding tissues in which lie the 
chains of lymphatics connected with the mammary 
gland, is divided into about twenty areas which are 
mapped out in detail. Roentgen rays are applied 
to two to four portals of entry each day until all 
have been covered. Five milliamperes of current 
and a 9-in. spark back-up are used at an 8-in. target- 
skin distance and the ray is filtered through 10 
mm. of aluminum. From twenty to thirty minutes 
exposure is given each field. The axilla on the 
affected side is usually treated with a radium pack 
6 by 6 cm., placed at a distance of 2 cm., the radium 
being filtered through 14 mm. of silver and 1 mm. 
of brass, giving from 1,000 to 1,200 mgm.-hrs. Two 
to four weeks after the surface radiation, where 
cell proliferation has been checked, 10 mgm. radium 
needles are embedded about 1 cm. apart, usually 
thirty-five or more needles being used and from five 
to ten hours’ exposure being given. 

In conclusion, a case is reported in detail to show 
the marked benefit that may result from ante- 
operative irradiation even in advanced cases. 

Hartune, M.D. 


INDUSTRIAL SURGERY 


Miller, S. R.: Injuries by Electricity, Their Prog- 
nosis and Treatment. Internat. J. Surg., 1922, 
XXXV, 267. 


The volt is the unit of electromotive force; the 
ohm is the unit of resistance to the volt; the ampere 
indicates the amount of current delivered and is the 
volt divided by the ohm. The ampere determines 
the injury inflicted. 

Resistance to the volt reduces the amperage and 
produces heat. If a high voltage is divided by many 
ohms, very little current is delivered but great heat 
is produced at the point of resistance, and this may 
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cause disintegration, charring, or incineration of the 
tissues. The resistance of the body is almost entirely 
in the cuticle. The exposed cuticle, because of its 
greater thickness and dryness, offers a higher resis- 
tance. A wet surface greatly reduces resistance and 
thereby permits greater amperage. Many physical 
conditions influence the resistance of the body. A 
high voltage overcomes a high resistance. The nor- 
mal minimum resistance of the body to a low voltage 
is said to be 3,000 to 5,000 ohms. A person with 
exophthalmic goiter has a resistance of 1,000 to 1,500 
ohms. The rapidity of the amperage and the part of 
the body receiving it are important factors in the 
lethal dose. 

An alternating, intermittent current is more de- 
structive to life than a direct current. Lower cycles 
seem more dangerous than higher cycles. Death 
results from cardiac paralysis, respiratory inhibition, 
lowered blood pressure with cerebral anemia, or 
molecular disintegration of the nerves and other 
tissues. 

If the current passes only through the arm and 
upper cerebrospinal area and the heart escapes the 
circuit, continued persistent artificial respiration, 
even some time after apparent death, may restore 
life. A strong faradic current is a valuable adjunct 
to artificial respiration. Apply one electrode of the 
faradic current to the phrenic nerve and the other 
electrode to the phrenic nerve center of the dia- 
phragm just above the ensiform cartilage. If the 
heart has been included in a current of sufficient 
potency to cause fibrillation of the cardiac muscle 
there is little possibility of resuscitation. 

The current’s first effect on the circulation is 
lowered blood pressure. Fibrillation of the cardiac 
muscle quickly follows. Artificial respiration will 
not resuscitate a heart after general fibrillation. 

The dry body, without a good conductor con- 
necting to the feet or elsewhere, has a very high 
resistance momentarily but a continued contact 
breaks it down to the minimum normal resistance. 
A high voltage does not mean necessarily that the 
subject injured received the full charge. 

The author illustrates the lethal effect of potential 
currents by a description of the legal method of 
electrocution. One electrode is placed on the un- 
shaven head and the other on the calf of the leg. The 
electrodes, wet with saturated salt solution, are 
molded to fit the part. The head, trunk, arms, and 
legs are securely fixed by broad straps to a chair 
to hold them during violent muscular contracture. 
The current is applied at the moment of maximum 
expiration. An alternating current of 1,800 volts is 
given for five to seven seconds, reduced to 250 volts 
for thirty seconds, raised to high voltage for three to 
five seconds, reduced to low voltage for sixty seconds, 
and finally raised to high voltage for a few seconds. 
The mind is blotted out at once. Death is painless. 
The body is not seriously burned. The pupils are 
suddenly and permanently dilated. There is lividity 
as in asphyxiation. The body receives 7 to 10 am- 
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The voltage of some of the common commercial 
wires is as follows: 

Local telephone and telegraph, 4 to 30 volts; long 
distance telephone and telegraph, 200 to 500 volts; 
building lighting systems and household electrical 
devices, 110 to 220 volts; elevators, street cars, and 
heavy machines, 500 to 800 volts; and transmission 
wires from electrical power houses or hydro-electric 
plants, 10,000 to 70,000 volts. 

Two cases of injury due to electricity are reported 
as follows: 

Case 1. A lineman, standing on the lower arm of 
a 24-ft. pole with two cross arms and holding the iron 
brace on one arm, climbed over the second arm to 
get a better position on the opposite side of the pole, 
and in so doing made contact with his head with a 
13,000-volt wire on the top cross arm. His right 
thumb was burned practically off. The finger under 
a ring on his left hand was cooked to the bone and 
the palm and flexor surface of the wrist were cooked 
to the periosteum. An area of the scalp and outer 
table of the skull, 3 by 4 in., and two small areas of 
the deeper table were destroyed. The dry cross beam 
on which the man was standing paralyzed his legs. 
His weight pulled his hands loose and he fell to the 
ground. Artificial respiration soon restored normal 
breathing and saved his life. The high voltage passed 
only through his head and arms. 

Case 2. A workman, holding a 11o-volt light in 
one hand with a glove saturated with chemical solu- 
tion for removing paint and standing on a floor 
flooded with the same solution, fell across a window 
sill. When removed a few moments later by fellow 
workmen he was dead. Artificial respiration applied 
for some time did not restore normal breathing. The 
voltage passed through the heart. 

Wa ter C. Burket, M.D. 


Reuter, F.: Another Fatal Case of Injury to the 
Skull from Excess Current (Ein weiterer Fall 
von toetlicher Starkstromverletzung des Schaedels). 
Zischr. f. d. ges. gerichtl. Med., 1922, i, 362. 

The author reports the case of a laundress who 
was killed in an attempt to clean a transforming 
chamber which was shut off by a grating and into 
which entered three unprotected rotary current 
cables of 5,coo volts. A short circuit immediately 
resulted. The dead body was discovered lying 
obliquely, face down, the head in contact with a 
ledge of bare metal. 

The most important finding at autopsy was a 
9 cm.-square area of loss of substance in the temporal 
region. The skin defect was total. The hair of the 
head was singed. The bone, which was exposed, was 
in part charred and in part transformed into a por- 
celain-like whitish mass composed of irregular 
vesicular formations. The dura showed three 
rather large holes which appeared as if they had been 
cut out with a punch and corresponded to the bony 
defect. The brain showed a necrosed area 2 cm. 
deep which corresponded to the angular and su- 
pramarginal gyri. In the middle of the back was 


a sharply defined area of necrosis 7 cm. long and 
cm. deep. 

It is thus apparent that the fata] current entered 
at the head and went out at the back. The injury 
was due, not to direct contact, but to the passing 
over of an electric arc. The bone change was not 
caused by “gasification” of the calcium phosphate, 
but by evaporation or melting of this compound at 
the high temperature of 2,500 to 3,000 degrees C. 
The anatomical examination gave considerable 
support to this assumption in that a smooth transi- 
tion was demonstrated from the simply charred 
diploé into the vesicularly changed bone substance. 
Experimental completion of such bony pearls from 
anemic skull bones has not yet been accomplished. 

SCHEUER (Z). 


LEGAL MEDICINE 


Implied Authority to Make Exploratory Incisions 
and Extend Operation. King vs. Carney (Okla.), 
204 Pac. R., p. 270. 


This was an action for damages for an alleged 
unauthorized operation. The plaintiff had been 
married twice and had one child by her first husband. 
After her second marriage she bore no children, but 
had several miscarriages. Wishing to correct this 
condition she called on defendant King, told him 
that her family physician had stated that her 
condition was due to laceration of the uterus, and 
said: ‘‘I want to be fixed so I can bear children, and 
we will never be happy without that.” 

The defendant testified that he made an incision 
in the plaintiff’s abdomen and an examination in 
which he found that the ovaries were badly diseased; 
that there were many adhesions around the ovaries, 
intestines, and uterus; that the fallopian tubes were 
sealed, both ends being full of pus; and that on dis- 
covering the condition he removed the diseased 
organs and the contiguous infected tissues. 

Up to this point the defendant and the surgeon 
who assisted in the operation were permitted to 
testify without objection. When the witnesses 
were asked questions tending to prove that the fal- 
lopian tubes, the ovaries, and the surrounding tis- 
sues were so badly diseased that it was necessary 
to remove them to preserve the plaintiff’s life and 
health, and that it would have been dangerous to her 
life and health not to do so, objections were made 
and sustained by the trial court. The supreme court 
held, however, that the state of the pleadings 
warranted the introduction of testimony tending to 
show an emergency, and that the exclusion of this 
testimony constituted reversible error. 

The plaintiff’s specific direction to the defendant, 
“‘T want to be fixed so I can bear children, and we 
will never be happy without that,’’ seemed to the su- 
preme court to authorize the defendant not only to 
cure the condition if possible, but by clear implica- 
tion to diagnose the case for the purpose of discover- 
ing for himself the exact cause of sterility and to 
make whatever exploratory incisions might be 
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necessary to accomplish this purpose. It is quite 
clear that making the initial incision in the plaintiff’s 
abdomen was a proper and necessary step along 
this line, and the mere fact that the plaintiff might 
have believed or had been advised by her family 
physician that her condition was caused by a 
laceration of the uterus did not relieve the operating 
surgeon of the duty of discovering for himself the 
cause of the physical defect he was called on to 
remedy. 

In reversing the judgment the court held that the 
general directions of a patient to his surgeon 
authorizing him to perform an operation for the 
cure of a specific physical ailment not only authorizes 
the surgeon to operate, but also, by clear implica- 
tion, authorizes him to diagnose the case for the 
purpose of discovering for himself the exact cause 
of the malady he is called on to treat, and to make 
whatever initial exploratory incisions may be nec- 
essary for this purpose. If, in the course of an 
operation to which the patient consented, the sur- 
geon discovers conditions not anticipated before the 
operation was begun, and which, if not removed, 
would endanger the life or health of the patient, he 
is justified, though no express consent was ob- 
tained or given, in extending the operation to 
remove and overcome such conditions. 

J. A. CASTAGNINO. 


Negligent Treatment of Fracture. Petecfish vs. 
Morrison (Kan.) 205 Pac. R., p. 651. 


The supreme court of Kansas stated that the 
plaintiff’s right leg was broken near the ankle, 
and the defendant was called to treat the injury. 
He dressed the broken limb, braced it with a splint, 
and propped the foot at a right angle with a pillow. 
The weight of the foot, however, caused it to turn 
outward, and in that position union of the fracture 
occurred so that thereafter when the plaintiff walked 
her right foot turned outward at an angle of nearly 
oo degrees. 

An orthopedic surgeon testified that in setting 
fractures the limb must be placed in a normal 
position, immobilized, and held firmly in its normal 
position until the bones have an opportunity to 
unite; outward rotation of the foot should be cor- 
rected whether it is possible to obtain a roentgeno- 
gram or not. 

The defendant’s visits to his patient continued 
for about three weeks before he discovered that her 
foot was everted, by which time the cartilaginous 
substance had so far formed that the foot could have 
been straightened only by causing more pain and 
suffering. For the defendant, there was evidence that 
the foot was correctly placed and the fracture proper- 
ly treated; and it was argued for him that he under- 
took to render limited services only; that he told the 
plaintiff she should go to a hospital where a roent- 
genogram of her injury could be taken and where 
she would receive more attention; that her accident 
occurred during an epidemic of influenza; that he 
had so many patients he was busy night and day, 


sleeping only three or four hours in the twenty-four, 
and that the eversion of the foot was the result of 
the plaintiff’s own negligence. The disputed facts 
were disposed of by the jury’s verdict and the judg- 
ment for plaintiff was affirmed. J. A. CastaGnrno. 


Liability as Partners—Administration of Anzs- 
thetic by Nurse—Evidence. Cook vs. Coleman 
et al. (W.Va.), 111 S.E. R., p. 750. 

Three physicians were sued as partners doing 
business under the name of a hospital. The plain- 
tiff was operated on for a laceration of the neck of 
the uterus due to childbirth three or four years pre- 
viously. The operation also included an attempt to 
remedy a laceration of the perineum suffered at the 
same time. A fistula shortly thereafter made an 
opening between the vagina and the rectum. The 
plaintiff contended that an operation in the region 
of the fistula was neither necessary nor authorized, 
while the defendants contended that it was both 
authorized and necessary, and that the fistula was 
the result of unavoidable infection. After an un- 
successful effort to close the fistula, the plaintiff was 
taken to another hospital, at which, after the infec- 
tion had been eliminated and the tissues strengthen- 
ed, the trouble was remedied in the third or fourth 
operation performed there. A judgment for $10,000 
was rendered. The court was unable to say that the 
jury could not properly have returned a different 
verdict on the question of liability. 

The defendants, though not actual partners, may 
be held to liability as if they were, on proof of their 
having held themselves out, or knowingly permitted 
themselves to be held out, as such, and knowledge of 
and reliance on the representation, by the plaintiff 
in the making of the contract. Evidence of separate 
admissions of the partnership relation, of close asso- 
ciation in business, of general knowledge of the exis- 
tence of the partnership known to and relied on by 
the plaintiff, and billheads used in the business, such 
as those of a hospital designating one of the defend- 
ants as ‘surgeon in charge,” another as “resident 
surgeon,” and the third as ‘‘associate,”’ is admissible 
to prove liability as partners. 

The plaintiff contended that imperfect adminis- 
tration of the anesthetic had contributed to or caus- 
ed the injury. Being blindfolded when the ether was 
administered, she could not say whether the physi- 
cians were then present or not, but she thought they 
were not. They said they were, and that the ether 
was properly given under the supervision of one of 
them. The patient claimed that she was sufficiently 
conscious at one time to know that she felt pain and 
flinched. In connection with this evidence an expert 
witness was permitted to say over objection that, in 
his opinion, it is required by law that ether be ad- 
ministered by a doctor of medicine. As neither the 
common law nor any statute of West Virginia re- 
quires such administration, the ruling was clearly 
erroneous. In respect of the evidence of another 
expert witness as to the propriety of the administra- 
tion of ether by a nurse, undue limitation of cross- 


if 
i} 
| 
iG 
if 
j 
if 
if 
ae 
| ‘ 
4 
A 


436 


examination was complained of. The nurse was 
shown to have had considerable experience in such 
administration and, in the opinion of her employer, 
to be competent. A question substantially reciting 
her experience and the quality of her work in that 
line and asking the opinion of the witness, based 
thereon, was excluded. He might have adhered to 
his opinion, but he might have qualified it or ad- 
mitted that it was not in accord with uniform prac- 
tice. Manifestly, he should have been required to 
answer the question. His evidence on that point, 
taken in connection with the testimony of the plain- 
tiff, was strongly probative in her favor, and the 
defendants should have been allowed to test the 
soundness of his opinion thoroughly. 


INTERNATIONAL ABSTRACT OF SURGERY 


A female plaintiff in an action for damages for an 
injury alleged to have been negligently done in a 
surgical operation, causing malformation of some of 
her organs and general debility, is not competent to 
testify that, by reason thereof, she is incapable of 
childbearing. Nor can she testify to an opinion ex 
pressed by her physician to the effect that she is so 
incapacitated, but her testimony as to loss of sexual 
inclination in consequence of the injury is admis- 
sible. The professional opinion testified to by her 
would be mere hearsay, while the physical incapacity 
to carry and deliver a child is a question of medical 
and surgical science, as to which she is obviously 
incompetent to express an opinion. The case was 
remanded for a new trial. J. A. CasTAGnino. 
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UTERUS 


Stacy, L. J.: Anteposition and Retroposition of the 
Uterus: Incidence and Symptoms. J. Am. M 
Ass., 1922, Ixxix, 793- 

One thousand consecutive case records of unmar- 
ried women between the ages of 15 and 45 years, who 
gave no history of pelvic infection, pelvic tumor, 
pregnancy, or other pathologic or physiologic factors 
which could have affected the position of the uterus 
were studied to determine the relative frequency of 
displacements of the uterus and associated symptoms 
which could be ascribed to such displacements. The 
cases in the series represent the congenital type. In 
the series of 1,000 cases retroposition was found dur- 
ing routine examination in 202 (20.2 per cent), a per- 
centage of especial interest in its corroboration of 
Polak’s statement that the incidence of retroversion 
(including the acquired type) as compared with that 
of the normal is 1:5. 

The author comments on the absence of symptoms 
commonly attributed to retroversion in many of the 
cases in which retroversion is discovered on routine 
examination, and on the fact that in cases in which 
such symptoms are present surgical measures fre- 
quently fail to give relief by restoring the uterus to 
the normal position. Attention is called to the 
normal mobility of the organ and the anatomical and 
physiological factors, especially the intra-abdominal 
pressure, which operate in preserving the congenital 
position. Because of these factors, trauma due to 
falls or injuries is regarded as an unlikely cause of 
retroversion, a sudden increase of intra-abdominal 
pressure serving only to force the uterus into ante- 
position. In the congenital cases of retroversion, on 
the contrary, it is reasonable to assume that the 
position is accentuated by continued intra-abdom- 
inal pressure during childhood and adult life. 

Congenital retroversion causes no symptoms per 
se, but symptoms following infection, childbirth, or 
the development of a tumor are more common in 
cases of congenital retroposition than in cases of 
anteposition. 

From an analysis of the series of 1,000 patients 
the following conclusions were drawn: 

1. Uncomplicated retroversion of the uterus oc- 
curs in 20.2 per cent of unmarried women. 

2. The age at which menstruation becomes es- 
tablished is practically the same in women with ante- 
position and in those with retroposition of the uterus. 
Irregularity was about 1.4 times as common in cases 
of retroposition as in those of anteposition. Mens- 
truation was slightly more profuse in cases of retro- 
position. Fifty-nine and two-tenths per cent of 
patients with anteposition, and 55.8 pet cent of those 
with retroposition menstruated normally. 


3. Dysmenorrheea is about 1.3 times as common 
in women with retroposition as in those with ante- 
position. 

4. Women with retroposition had inte-menstrual 
backache slightly more often than those with ante- 
position. 

5. There seems to be little difference in the charac- 
ter and incidence of symptoms as a whole in cases of 
anteposition as compared with cases of retroposition 
of the uterus. 

6. Congenital retroposition of the uterus asso- 
ciated with backache, dysmenorrheea, etc., is usually 
part of a general picture of deficiency in develop- 
ment. 

7. Surgical procedures to relieve pelvic symptoms 
in uncomplicated cases should be advised only after 
careful study of the patient from the point of view of 
the general as well as the gynecological condition. 


Mock, H. E.: So-Called Traumatic Displacements 
of the Uterus. J. Am. M. Ass., 1922, |xxix, 797. 


In this article the author discusses true and false 
claims of disability due to uterine displacement as- 
cribed to injury, pointing out the great responsibility 
assumed by a physician when he informs his patient 
that certain existing pathologic conditions are the 
result of trauma. 

From the answers to questionnaires sent to indus- 
trial commissions, to chief surgeons of railroad and 
street railway corporations, and to insurance com- 
panies, it appears that so-called traumatic displace- 
ments of the uterus constitute the basis of injury 
claims sufficiently often to deserve consideration. 

If trauma were the cause of displacement one 
would expect to find torn and bleeding ligaments, a 
lacerated and bleeding pelvic floor, and low position 
of the uterus due to the loss of its normal supports. 
A search of the literature and wide inquiry have 
failed to reveal such a case. 

Medical men all too frequently attribute symptoms 
to displacements while ignoring other existing path- 
ologic conditions. The diversity of opinion of the 
physicians consulted can be explained on the basis 
of the various professional interests of the different 
groups. The outstanding fact is that no one has been 
able to report a true permanent displacement of the 
uterus which could be ascribed irrefutably to acci- 
deat as the etiological factor. Too often the general 
practitioner traces the condition, by the history, to 
an alleged injury without thinking of the medico- 
legal aspects of the case. Frequently the patient 
dates her trouble from an accident when neither she 
nor the physician knows whether or not the displace- 
ment was present prior to that date. 

Most authorities now definitely agree that a cer- 
tain percentage of women have retrodisplacement of 
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the uterus without any symptoms, and that in such 
cases the retroposition is apparently a normal condi- 
tion. Retrodisplacement of the uterus may occur at 
any period in life, especially in the parous woman. 
The cause may be some condition in the normal sup- 
ports of the uterus itself or around the uterus in the 
abdominal cavity. When retroposition is already 
present trauma may cause exaggeration of the condi- 
tion with subsequent symptoms, or the physician, on 
examining a woman who is complaining of symptoms 
following an injury, may find the displacement, and 
ascribe all the symptoms to that condition though 
they may be due to causes very remote from the 
uterus. 

Occasionally, however, acute temporary displace- 
ment of the uterus follows trauma but in these cases 
the symptoms develop with great severity imme- 
diately after the injury and the uterus can be replaced 
with complete relief. These acute cases are not the 
ones which cause medicolegal controversies. 

In the average case in which personal injury of 
this nature is claimed the accident is not serious. 
The claim of injury is made or the symptoms develop 
a considerable time afterward, a physician, purposely 
or innocently, diagnoses the condition as due to the 
accident, and a lawyer takes charge and enters suit. 
The insurance company or the corporation frequent- 
ly considers it cheaper to settle the case rather than 
to enter an expensive legal fight, thus perpetuating 
such false claims. The woman herself is not neces- 
sarily a malingerer, but may sincerely believe her 
physician and her attorney. Permanent uterine 
displacements are never due to trauma per se. 

I. L. Cornett, M.D. 


Maluschew, D.: A New Operative Procedure in the 
Treatment of Severe Uterine Prolapse (Kin 
neues Operationsverfahren zur Behandlung grosser 
Uterusprolapse). Zentralbl. f. Gynack., 1922, xlvi, 
661. 

The vaginal portion of the cervix is incised all 
around and the vagina bluntly dissected back in a 
cuff 2 cm. wide. Through a posterior colpotomy in- 
cision the body of the uterus is pushed forward and 
the round ligaments are grasped with forceps and 
drawn forward. The uterus is then allowed to sink 
back and the round ligaments are both sutured to 
the anterior surface of the vaginal portion of the 
cervix. The colpotomy incision is then closed, the 
sacro-uterine ligaments and the levator muscles 
being included in the suture. Continuous urinary 
incontinence frequently necessitates a pyramidalis 
plastic. (Z). 


Mayo, W. J.: Myomectomy for Myomata of the 
Uterus. Northwest Med., 1922, xxi, 235. 

A retrospect of the various procedures recom- 
mended and practiced for the relief of non-striated 
muscle tumors of the uterus, myomata or fibro- 
myomata, shows a steady progression from inefficient 
and blind methods to the present perfected tech- 
nique which renders the treatment of such tumors 
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one of the best understood and safest procedures of 
modern surgery. This retrospect teaches valuable 
lessons and shows that procedures obsolete or al- 
most forgotten are still applicable in small but se- 
lected groups of cases and are fundamental to our 
knowledge of the subject. 

The menstrual cycle, aside from its function in 
reproduction, has a marked effect on the female 
during the period between puberty and the meno- 
pause. All surgeons have seen the shrinkage of the 
uterus and shortening of the vagina accompanied 
by trophic changes which follow ovariectomy. The 
nervous and psychic changes of the normal meno- 
pause are aggravated in young women by opera- 
tions which check the menstrual flow. The effect 
on the patient is essentially the same whether men- 
struation is stopped by removing the ovaries and 
leaving the uterus, or removing the uterus and leav- 
ing the ovaries. It is probable that menstruation 
itself has some important endocrine function. 

Conservation of the reproductive function is of 
first importance, but conservation of the ovary for 
the continuance of its internal secretion and its 
effect on the production of menstruation is second 
only to the generative function. Even if repro- 
duction is impossible, conservation of the ovary or 
some portion of it for the sole purpose of continuing 
menstruation is of the greatest importance. The 
estimation of the success of an operation from the 
patient’s standpoint may turn on whether or not 
the menstrual function is lost. 

The reproductive and menstrual functions are 
sacrificed not only by removal of the ovaries but also 
by radical operations on the uterus, especially for 
myomata. The incidence of myomata has been 
variously computed; it probably averages about 12 
per cent for middle-aged white women and 30 per 
cent for middle-aged colored women. The presence 
of myomata does not of itself necessitate operation; 
every surgeon has observed many women with 
multinodular myomatous uteri who have no symp- 
toms and bear children without trouble. This fact 
is of importance since some of the methods of treat- 
ment advocated for uterine myomata, such as ergot 
and electricity in former times, and radium and the 
roentgen ray in our day, have been assumed to be 
harmless because of their non-operative character, 
and harmfully applied in many cases in which no 
treatment was required. Statements with regard 
to the value of these methods must ever be construed 
with the facts in mind. 

The common indications for the treatment of 
uterine myomata are hemorrhage, pressure, signs 
of malignancy, and the size of the growth, the form 
of treatment being determined in a given case by the 
particular indication present. The technique of 
hysterectomy has been thoroughly organized and 
perfected until there is a tendency to perform the 
operation so readily that many patients are deprived, 
not only of the right to motherhood, but also of the 
function of menstruation which is so important to 
the endocrine system. 
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Too often the decision to operate in cases of tumor 
of the uterus is based on the possibility of malig- 
nant degeneration. In the Mayo Clinic such de- 
generations are found in less than 4 per cent of the 
cases and in the majority a prudent diagnostician 
could have made a diagnosis of probable malig- 
nancy in time for a curative operation. Hysterec- 
tomy is seldom necessary for benign myoma in a 
woman under 35 years, and demands an excellent 
reason in a woman under 30. 

It has been argued against myomectomy that it is 
a more dangerous operation than hysterectomy, but 
the mortality in the Mayo Clinic series of 909 cases 
with seven deaths (January 1, 1891, to November 
I, 1921) was a trifle under 1 per cent (0.7). In 
cases of abdominal myomectomy the mortality was 
0.5 per cent. Vaginal myomectomy gave a death 
rate of 2.7 per cent on account of the infection pres- 
ent. Every patient dying in the hospital, irrespec- 
tive of the cause of death or the length of time 
it occurred after operation, is counted as dying from 
the operation. Five hundred and four patients who 
had had myomectomies were traced; of these, twenty- 
four had had one child each, seven had had two or more 
children, and fifteen were pregnant at the time the 
investigation was made. As only 75 per cent of the 
patients were married, a total of forty-three living 
children is most encouraging. Twenty-three married 
women who were sterile before the operation had 
one or more children after the operation. 

Twenty-three pregnant women were subjected 
to myomectomy because of acute degenerative 
changes in myomatous tumors and all lived. Six- 
teen of the pregnancies were intra-uterine. Eleven 
of the patients went to term and bore living chil- 
dren; two miscarried within a week after the oper- 
ation, but in each case the miscarriage was im- 
minent at the time of operation; and three showed 
signs of impending miscarriage previous to the op- 
eration which subsided after the removal of the 
tumors. Seven women had extra-uterine pregnan- 
cies at the time the myomectomy was performed; 
in all of these patients the tube had ruptured and 
the foetus was dead. The myomectomies and the 
operations for the extra-uterine pregnancies were 
performed at the same time in these seven cases; 
it seemed possible that the presence of the tumors 
was responsible for the ectopic pregnancies. One 
of the patients has since borne a child. 

The statement has been made that often myomata 
develop after myomectomy. Only 2.56 per cent 
of the cases required a secondary operation; in 
more than half of these the second operation was 
performed five or more years after the myomectomy, 
and in one, thirteen years afterward. Since more 
than half the secondary operations were performed 
elsewhere it was difficult to obtain accurate patho- 
logic data, but the majority were performed for 
inflammatory disease and in no case was a malig- 
nant condition found. In the cases in which the 
second operation was performed for recurrence of 
the myomata the use of radium would probably be 
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considered now. In none of the cases reported were 
the recurring tumors large, because the patients, 
knowing their former condition, were on the alert. 
Hysterectomy was usually performed at the second 
operation but the patient had been carried along 
by the myomectomy to an age at which a radical 
operation is of less consequence. 

It is impossible, in many cases of myomatous 
disease, to save a uterus capable of bearing a child, 
but in suitable cases one ovary and enough of the 
endometrium can be saved to continue the menstrual 
function. The author has removed all of one wall 
of the uterus and one ovary and tube and made a 
plastic restoration which was followed by the normal 
continuance of menstruation for years. 

If the patient is approaching the menopause, 
especially if haemorrhage is the chief indication for 
treatment, radium gives results so sure and so safe 
that it has no competitor and its use is indicated 
for patients whose general condition renders opera- 
tion more than ordinarily hazardous, such as those 
with obesity and diabetes. If the patient is near 
the menopause and has large tumors, and especially if 
there is associated coincident disease of the ovaries or 
a suspicion of malignancy, hysterectomy is indicated. 

This brief retrospect of the facts which have 
developed with the growth of our knowledge of 
myomata of the uterus is sufficient to demonstrate 
the dignified and unassailable position of myo- 
mectomy during the reproductive life of woman. 


Meleney, H. E.: Syncytioma (Atypical Chorioma) 
of the Uterus Terminated by Acute Peritonitis. 
Surg., Gynec. & Obst., 1922, XXxv, 137. 


Chorioma, a tumor which develops from the 
ectodermal elements of the chorion of the fortus, 
varies widely in its clinical course and its gross and 
microscopic appearance. In many cases it is an 
extremely malignant tumor and metastasizes ex- 
tensively through the blood stream. In other cases 
in which the early clinical and microscopic picture 
is much the same, it retrogresses spontaneously or 
is cured by curettage. 

In the benign type of chorioma, acute infection 
of the uterus is not an infrequent complication 
which often leads to septicemia or peritonitis. 

As yet there is no certain method of determining 
the benign from the malignant types of chorioma 
to assist in the choice of the surgical procedure. 

The case reported by the author was that of a 
woman who had had an abortion with profuse 
hemorrhage and had bled intermittently up to 
the time she entered the hospital one year later. 
She was then anemic and had a slight fever. Sub- 
sequently she developed symptoms of sepsis and 
died. Autopsy revealed a small tumor in the right 
cornu of the uterine cavity, acute infection of the 
endometrium, acute diffuse peritonitis, and hamo- 
lytic streptococcus bacteremia. The tumor con- 
sisted of syncytial cells lying singly and in clumps 
in the stroma of the uterine mucosa and the super- 
ficial myometrium. I. E. Bisuxow, M.D. 
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ADNEXAL AND PERI-UTERINE CONDITIONS 


Graffagnino, P.: Ectopic Pregnancy. Am. J. Obst. 


& Gynec., 1922, iv, 148. 


The author has studied the cases of extra-uterine 
pregnancy admitted to the Charity Hospital of 
New Orleans during the years 1906-19109, and in his 
tabulations compares the findings with those re- 
ported from the Johns Hopkins Hospital by Wynne, 
the Woman’s Hospital] of New York by Farrar, and 
Cook County Hospital of Chicago by Lewis. 

In the vears under consideration 221 case records 
were filed in the Charity Hospital as those of 
extra-uterine pregnancies. Thirty-five cases, how- 
ever, have not been considered in this paper. Dur- 
ing the same period 17,734 patients were admitted 
to the various gynecological services of the hospital. 
Therefore the 186 cases of ectopic pregnancy studied 
by Graffagnino constituted approximately 1.05 per 
cent of the total number of cases. The incidence of 
ectopic pregnancy in the Cook County Hospital is 
not stated in the report by Lewis. In the Johns 
Hopkins Hospital it was 303 in 22,688 cases (1.3 
per cent) for a period of twenty-seven years, and in 
the Woman’s Hospital 309 in 19,674 cases (1.5 per 
cent) for a period of ten years. It will be noted, then, 
that the incidence in the Charity Hospital, the 
Johns Hopkins Hospital, and the Woman’s Hospital 
was practically the same. 

The race to which the patient belonged was 
recorded in 179 cases. Ninty-two patients (51.3 
per cent) were white women, and eighty (48.6 per 
cent) were negresses. In the Johns Hopkins Hospital 
202 (66.66 per cent) of the patients were white 
women, and tor (33.33 per cent) were negresses. 
It will be noted that in both series the incidence was 
greater among the white women. The race is not 
stated in the reports of the Woman’s and Cook 
County Hospitals. 

In the records of the Charity Hospital the age 
of the patient was given in 182. The youngest 
patient was 17 years and the oldest 48. At Johns 
Hopkins the youngest patient was 15 and the oldest 
45, while at the Woman's Hospital the youngest 
patient was 17 and the oldest 42. The report of the 
Cook County Hospital states that two patients 
were under 20 years and five over 40. In all the 
hospitals, however, the greatest incidence of the 
condition was in women between the ages of 23 and 
35 years. 

In the Charity Hospital series, seventeen patients 
(9.5 per cent) gave a history of entire sterility, as 
compared with 21 per cent at the Johns Hopkins 
Hospital and 15 per cent at the Woman’s Hospital. 
The Cook County Hospital report states that nearly 
14 per cent of the patients were sterile for a period 
of five years before the ectopic pregnancy. Of the 
169 Charity Hospital patients who had _ been 
pregnant before, 11 (5.9 per cent) had had only 
miscarriages, aS compared with 5 per cent at the 
Johns Hopkins Hospital and 17 per cent at the 
Woman's Hospital. The Cook County Hospital 
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report does not state how many patients had had 
miscarriages only. 

The interval between the last pregnancy and 
admission into the hospital for the ectopic preg- 
nancy was noted in ninety-eight cases treated at the 
Charity Hospital; the shortest interval was two 
months and the longest twenty-nine years. At the 
Johns Hopkins Hospital the shortest interval was 
three months and the longest nineteen years, while 
at the Woman’s Hospital the shortest interval was 
twelve weeks and the longest sixteen years. The 
Cook County Hospital report makes no note of this 
point. At the Charity Hospital the interval was 
between one and seven years in ninety-eight cases 
(67.3 per cent) and at the Johns Hopkins Hospital 
in 74 per cent. The reports of the Woman’s and 
Cook County Hospitals do not note this point. 

Of the Charity Hospital series of 186 patients 
only eleven (5.9 per cent) gave a history of previous 
operation, as compared with forty-five (14.85 per 
cent) at Hopkins and nineteen (10.2 per cent) at the 
Woman’s Hospital. The Cook County report does 
not note this point. Sixteen of the 186 patients 
(8.6 per cent) reported treatment for a specific 
infection at some time before admission (three had 
positive Wassermann tests on admission), as com- 
pared with 10.8 per cent at the Woman’s Hospital. 
The other reports do not note this point. 

At the Charity Hospital 122 patients (66 per cent) 
complained of pain, and sixty (32 per cent), of 
bleeding. At the Johns Hopkins Hospital the 
corresponding figures were 84 and 31 per cent. At 
the Woman’s Hospital 96.6 per cent complained of 
pain alone or pain with bleeding, while at the Cook 
County Hospital about 85 per cent complained of 
pain, and 64.2 per cent complained of bleeding. 

In the Charity Hospital seventy-eight patients 
(41.9 per cent) stated definitely that they had 
missed one or more periods, as compared with 34 
per cent at the Johns Hopkins Hospital, 34 per cent 
at the Woman’s Hospital, and 32.1 per cent at the 
Cook County Hospital. Forty-one patients (22.5 
per cent) gave a history of irregular periods, and 
fifty-one (27.4 per cent) had noticed that the periods 
were scant. At the Johns Hopkins Hospital fifty-two 
(17 per cent) noticed abnormalities. Sixteen pa- 
tients (8.6 per cent) at the Charity Hospital gave a 
definite history of regular periods at all times, as 
compared with 6 per cent at Hopkins. Of those at 
the Cook County Hospital 56 per cent neither missed 
any periods nor noticed any abnormalities. 

Unfortunately only fifteen of the records showed 
a hemoglobin determination before operation, and 
only forty-three a leucocyte count. The highest 
percentage (33% per cent) showed a hemoglobin 
between 70 and 8o. At the Johns Hopkins Hospital, 
in a series of 106 hemoglobin determinations the 
highest percentage (18.7) was between 70 and 80, 
while at the Woman’s Hospital in a series of 100, 
the highest percentage (26) was between 80 and 90. 
No hemoglobin record is given in the Cook County 
Hospital study, and both Wynne and Farrar point 
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out that a hemoglobin determination is of doubtful 
value ina diagnosis of ectopic pregnancy since there 
is no marked drop until after forty-eight to seven- 
ty-two hours. 

In the Charity Hospital thirty-nine of a series of 
forty-three cases (90.7 per cent) showed a leucocy- 
tosis under 20,000 as compared with go.5 per cent in 
a series of eighty-two at Hopkins and 97 per cent ina 
series of 100 at the Woman’s Hospital. The leucocy- 
tosis is so stated in the Cook County Hospital report 
that a fair comparison is impossible. 

The Charity Hospital records show that the 
temperature on admission in the series of 186 
cases was under ror degrees F. in 167 cases (89.9 
per cent), while the pulse on admission in a series 
of 174 cases was under 130 in 150 cases (86.2 
per cent). In three cases the pulse was so rapid it 
could not be counted, and in one case it was im- 
perceptible. At the Johns Hopkins Hospital the 
temperature was under tor degrees F. in ninety-one 
of a series of 180 cases, and the pulse less than 130 in 
ot per cent of the same series. At the Woman’s 
Hospital, in a series of 100 cases, the temperature 
was under tor degrees F. in ninety-seven, and the 
pulse under 130 in the same number. At Cook 
County Hospital 94.8 per cent of the entire series 
of patients had a temperature under ror degrees F., 
but the pulse rate was not noted. 

The pre-operative diagnosis was recorded in only 
eighty-four cases (45.2 per cent) at the Charity 
Hospital. Thirty-three cases were correctly diag- 
nosed: three were diagnosed as probable cases of 
ectopic pregnancy, and two were diagnosed as 
unruptured ectopic pregnancy. The diagnosis was 
correct, therefore, in 44 per cent as compared with 46 
per cent at the Johns Hopkins Hospital, 55.6 per 
cent at the Woman’s Hospital, and 59 per cent at 
the Cook County Hospital. 

At the Charity Hospital the operation was 
vaginal in only eleven cases (5.9 per cent), as com- 
pared with 8 per cent at Johns Hopkins, and 7 per 
cent at the Woman’s Hospital. The Cook County 
Hospital report, which treats only of diagnosis, gives 
no definite figures. 

The location of the pregnancy was stated in the 

records of 139 cases treated at the Charity Hospital. 
In eighty (57.5 per cent) it was in the right tube, 
and in fifty-eight (41.8 per cent) in the left. There 
was one case of bilateral pregnancy. At the Johns 
Hopkins Hospital it was in the right tube in 50 per 
cent and in the left tube in 49 per cent and there 
were two cases each of right interstitial and right 
ovarian pregnancy. At the Woman’s Hospital the 
pregnancy was on the right side in 51.4 per cent of 
the cases and on the left in 48.6 per cent and there 
was one case of bilateral pregnancy. The location is 
not stated in the Cook County Hospital report. 
_ Unfortunately the results of gestation are stated 
in only 126 of the Charity Hospital records: rupture 
in ninety-five; no rupture in ten; tubal abortion in 
six; full-term child dead in fourteen; full-term child 
living at birth in one. 


The pathologic report was positive in fifty-two 
cases and negative in six, though even when the 
report was negative the operator was still sure after 
the operation that he was dealing with an early 
ectopic pregnancy. In twenty-seven cases, four of 
which are included in the report, the foetuses could 
be identified positively, and ranged from an embryo 
of a few weeks to fourteen full-term foetuses and 
one living child who died within a few hours after 
delivery. Thus a total of seventy-five confirmations 
was secured out of a possible eighty-one. The 
pathologic reports for the other hospitals are not 
available. 

In the Charity Hospital series of 186 cases there 
were twenty-three deaths (12.3 per cent), which is 
high as compared with 4.3 per cent at the Johns Hop- 
kins Hospital, not quite 1 per cent at the Woman’s 
Hospital, and 8 per cent at the Cook County Hos- 
pital. As is to be expected, the highest death rate 
prevailed at the two general hospitals where the 
patients are of a lower social status, where it is more 
difficult to secure adequate histories to justify very 
early interference, and where a greater number of 
patients are admitted in a moribund condition. 

C. H. Davis, M.D. 


Moore, G. A.: Interstitial Pregnancy, with Report 
of a Case Operated upon Before Rupture. 
Boston M. & S. J., 1922, clxxxvii, 284. 


The case reported is as follows: 

The patient, a woman 27 years of age, had been 
married five years. Her husband is living and well. 
She had one child living and well and no other 
pregnancies. She had had the usual diseases of 
childhood and eight years ago a_ peritonsillar 
abscess, but no other illness. The catamenia had 
been regular and normal until recently. For the 
past several months it had been very profuse every 
other month. There was no dysmenorrhcea. Sep- 
tember, 1919, menstruation was excessive in 
amount but not prolonged. The October period 
was normal. In November a profuse flow began 
about the twenty-eighth day and continued a few 
days into December. Flowing began again January 
2, 1920, was very profuse, continued for five days, 
and then ceased for five days. Since that time, 
January 12, there had been an almost constant but 
not profuse flow. Walking or turning quickly in bed 
caused a sharp pain in the left side of the abdomen 
low down. There was no discomfort in sitting. 
Since January 1, there had been considerable urina- 
tion but no dysuria. The bowels were normal. 
There was no nausea or vomiting. 

At examination February 11, 1920, the blood 
pressure was found to be 130, the pulse 80, and the 
temperature normal. The abdomen was level but 
tympanitic throughout. There was no mass and 
no tenderness except in the left lower quadrant, 
just above the symphysis, where a very tender mass 
about the size of an egg could be felt. 

On vaginal examination the cervix was found to 
be soft and patulous, the uterus moderately en- 
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larged, and the fundus tipped toward the right. 
Extending upward from the left side of the fundus 
and connected with it was a firm tender mass 
about the size of a tangerine orange. The tubes and 
ovaries were apparently normal. 

The firm consistency of the mass and the fact that 
it was definitely connected with the fundus misled 
the author into making a first diagnosis of fibroid. 
However, the regular menstruation, the pain, and 
the fact that no mass was palpable on examination 
six weeks previously led to a second diagnosis of 
interstitial pregnancy. 

At operation the fundus was moderately enlarged 


“and tipped far over to the right. In the left cornu of 


the uterus was a dark purplish cystic mass about the 
size of a tangerine orange, extending upward and 
slightly to the left. The peak of the tumor extended 
up somewhat above the attachment of the left tube. 
Both tubes and ovaries were normal. The en- 
croachment of the tumor upon the fundus seemed 
to involve only the left cornu. A conservative 
operation was therefore decided upon. The tumor 
was removed by a wedge-shaped incision in the 
body of the uterus, the left tube being included. 
The uterine cavity was not opened during the 
operation. The incision in the uterus was closed 
with double No. 2 iodized catgut and the broad 
ligament was sutured with a continuous suture. 
The abdomen was closed in the usual way. Con- 
valescence was uneventful and the patient was 
discharged March 2, 1920. _ E. L. Cornett, M.D. 


Croft, E. O.: An Operation for the Removal of a 
Living Extra-Uterine Child at Full Term. 
Lancet, 1922, cciii, 380. 


The patient, a woman 33 years of age, was ad- 
mitted to the Hospital for Women, Leeds, Novem- 
ber 5, 1921. She had been married eleven years but 
had had no previous pregnancy. The last period 
occurred in February, 1921. In April she suffered 
from painful and difficult micturition with severe 
pain in the lower abdomen, and remained in bed 
two months. In June a severe attack of abdominal 
pain with constipation and slight jaundice suggest- 
ing gall-stone colic confined her to bed for several 
weeks. About the end of July, when she got up, 
she had some vaginal bleeding for one day. The 
show was repeated a month later, and again in 
three weeks. During the subsequent ten days be- 
fore admission to the hospital there had been no 
bleeding. Since February the abdomen had grad- 
ually enlarged and the patient had noticed the 
enlargement more particularly since the attack of 
colic in June. There had been a little oedema of the 
legs during the last two months. Micturition re- 
mained frequent and there was constant trouble- 
some constipation. 

When the patient was examined in the hospital 
the breasts showed the usual signs of pregnancy. 
The abdomen was irregularly enlarged to a size 
corresponding to about the eighth month of preg- 
nancy. The outline of the pregnant uterus could 


not be defined on palpation. A rounded mass 
upward and to the right of the umbilicus suggested 
the presence of the foetal head and other large nod- 
ules suggested foetal limbs. A hard mass was felt 
to the midline, rising from the pelvis. A loud souffle 
could be heard over the left lower region of the 
abdomen. The presence of the foetal heart sounds 
was not definitely established. 

The vaginal axis was displaced forward and the 
cervix was drawn upward and forward behind the 
symphysis pubis. A firm mass was traced upward 
from the cervix anteriorly. Posteriorly a large, solid 
roundish mass occupied the pelvis, pressing on the 
rectum behind and causing the anterior displace- 
ment of the vagina and cervix. 

At operation a bulging swelling resembling the 
bladder ‘appeared at the lower end of the wound. 
The passage of the catheter and the relations of the 
round ligaments proved this to be the uterus, which 
was very soft and enlarged to about double its 
non-pregnant size. As the operation proceeded the 
uterus became firmer and smaller by contraction. 
A large, irregularly lobed swelling occupied the 
greater part of the abdominal cavity, extending and 
being more fixed toward the left. The hand could 
be passed on the right side between the tumor and 
the abdominal wall, down to the pelvic region; 
through the thin cystic wall of this sac the foetal 
parts could be felt, with the head above, the limbs 
in front, and the breech below in the pouch of 
Douglas. On the left side the hand could be passed 
between the sac and the abdominal wall to the iliac 
fossa but no further. The soft mass of the placenta 
was defined as attached to the structures of the 
pelvis on this side, in the situation of the iliac 
vessels, ureter, and base of the broad ligament up to 
the side of the uterus. The proximal part of the 
left fallopian tube could be traced for about % in. 
from the uterine cornu but was then lost on the sac 
wall. The much-displaced infundibulopelvic liga- 
ment could be identified toward the upper and back 
part of the sac. The right hemisphere of the sac 
was thin and transparent, consisting apparently 
of only foetal membrane. A portion of the left side 
of the sac was formed of the remains of the left tube 
and broad ligament. The sac was opened to the 
right, well clear of the placenta. A loop of pul- 
sating cord at once escaped with liquor amnii. The 
child, a male, was removed rapidly. It was apneeic, 
but respiration was soon established by the usual 
methods. It was free from obvious malformation, 
perfectly developed, and mature although small. Its 
weight was about 5 lbs. The fifth day there was 
some hematemesis and melzna and the infant died. 
Autopsy was not permitted. 

Examination of the sac revealed the placenta 
attached mainly to the subperitoneal pelvic struc- 
tures, its anterior edge extending a short distance 
forward on the free portion of the sac. It was 
obviously impossible to remove the placenta in 
view of the danger to the subjacent structures and 
the difficulty of ligating the vessels. The cord 
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was ligated and cut off short and the stump dropped 
into the sac. The sac was marsupialized by suture 
to the lower angle of the wound, and the cavity 
loosely packed with gauze. The remainder of the 
abdominal wound was closed in the usual manner. 

It appeared that in this case the pregnancy origi- 
nated in the left fallopian tube. There was then ero- 
sion and extension into the broad ligament and 
subsequent perforation of the posterior layer of the 
broad ligament into the peritoneal cavity, the foetal 
membranes remaining intact. 

There was some shock following the operation, 
the pulse remaining at about 120 for a few days. 
On the fifth and eighth days the temperature rose 
to 100 degrees F. There was only slight oozing from 
the wound, and the packing was gradually lessened. 
On the sixteenth day the sutures were removed; 
the wound had healed except around the drain. 
On the twenty-seventh day the temperature rose 
again. The remains of the packing were then re- 
moved; offensive discharge and small portions of 
placenta escaped and the temperature fell. From 
time to time the cavity was irrigated and small 
fragments removed. On January 17 (the seventy- 
first day) under ether anzsthesia the drain hole was 
enlarged to admit the finger and the remaining mass 
of placenta lying loose in the cavity was extracted, 
the cavity freely irrigated, and a large tube inserted. 
The temperature rapidly subsided and the sinus 
quickly healed after removal of the tube. 

E. L. Cornett, M.D. 


EXTERNAL GENITALIA 


Neel, J. C.: The Treatment of Cystocele. J. Am. 
M. Ass., 1922, Ixxix, 704. 

The author calls attention to the construction of 
of the pelvic floor and the important part played by 
the pelvic fascia in the support of the vaginal outlet. 
This fascia is a direct continuation of the abdominal 
fascia and is firmly attached in the region of the 
white line. It is perforated by the urethra, cervix, 
and rectum. The cervical penetration is located 
about the center of the most dependent portion and 
at the weakest point. Since the endopelvic fascia is 
the true supporting structure, cystocele and prolapse 
result from disturbance of the function of that 
fascia and the amount of prolapse will be in direct 
ratio to the extent of the disturbance. Prolapse thus 
results along the following planes: (1) urethral, 
clinically recognized as prolapsed urethra; (2) vesi- 
cal, clinically a cystocele; (3) cervical, clinically 
uterine prolapse; (4) postcervical, clinically an 
endocele; and (5) rectovaginal, clinically a rectocele. 
To effect a cure in such conditions the function of 
the pelvic fascia must be restored. 

In the operative treatment the age of the patient 
and the extent of the planes involved are the impor- 
tant points for consideration. During the childbear- 
ing period the radical cystocele operation with 
posterior repair and abdominal suspension of the 
uterus has proved most satisfactory and does not 


interfere with subsequent pregnancies. Following 
the childbearing period the uterus becomes a 
liability rather than an asset. As the position of the 
bladder does not depend upon the position of the 
uterus, the position of both the uterus and bladder 
must be considered in cases of prolapse. It is rarely 
necessary to leave a portion of the uterus for men- 
struation since the theory that the life of the ovary 
depends on the menstrual function is far from being 
established. In these cases the usual procedure 
should be a vaginal hysterectomy since this allows 
the best reconstruction of the vaginal vault. In the 
repair of the cystocele the fascia should be over- 
lapped. In fifty-seven cases operated upon for various 
forms of prolapse there has not been a single recur- 
rence of the cystocele. H. W. Frvx, M.D. 


Ward, G. G.: The Technique of Repair of Entero- 
cele (Posterior Vaginal Hernia) and Rectocele 
as an Entity and When Associated with Pro- 
lapse of the Uterus. J. Am. M. Ass., 1922, xxix, 
709. 

In large rectoceles the usual operative technique 
of Emmet or Hegar does not give a permanently 
satisfactory result. In these cases a_ technique 
may be employed which ensures a cure by treating 
the rectocele as a hernia and anchoring the rectal 
pouch in a higher position on the undamaged portion 
of the vaginal wall where the fascial supports of the 
canal are intact. The operation consists first in 
completely separating the rectum from the posterior 
vaginal wall as far up as the cul-de-sac of Douglas 
and then sliding the loosened rectal pouch high up 
along the vaginal wall by means of a suture. Thus 
the denuded rectum is carried up and placed so as 
to adhere strongly to the upper undamaged third of 
the posterior vagina which is above the former site 
of the rectocele. The pouched part of the vaginal 
wall which entered into the formation of the 
rectocele is then cut away and the operation com- 
pleted by a perineorrhaphy in which the pubo- 
coccygeal portion of the levators is exposed and 
approximated in front of the rectum, thus making a 
strong barrier to further descent. 

The extreme types of posterior vaginal herniz 
or enteroceles are rare but those of lesser degrees 
are far more frequent than is generally believed. 
In cases of enterocele without uterine prolapse the 
posterior vaginal wall is opened in the midline 
for it; entire length and the peritoneal sac of Douglas 
is dissected free up to the uterosacral ligaments. 
The sac is ligated and cut off, and the uterosacral 
ligaments are united with interrupted Pagenstecher 
linene sutures as close to the rectum as possible. 
The denuded space is obliterated with continuous 
buried catgut sutures, and the vagina closed in the 
usual manner. In cases associated with prolapse of 
the uterus, in which the Mayo technique is em- 
ployed, the obliteration of the cul-de-sac is easily 
accomplished after the uterus has been cut away 
from the broad ligaments. A finger in the pouch 
demonstrates its exact location and a median vaginal 
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incision exposes the sac so that it can be easily dis- 
sected out up to the region of the uterosacral lig- 
aments where it is closed by a suture and cut off. 
The uterosacral Jigaments are then united with 
linene sutures and the denuded space closed with 
continuous buried catgut sutures. After the 
cul-de-sac is obliterated in this manner the broad 
ligaments are sutured together and interposed 
beneath the bladder in the usual way. A perine- 
orrhaphy completes the operation. The oblitera- 
tion of the cul-de-sac can be accomplished in a 
similar manner from above if an abdominal operation 
is indicated. H. W. Fink, M.D. 


Spalding, A. B.: The Cause and Cure of High Rec- 
tocele. J. Am. M. Ass., 1922, \xxix, 706. 

Among the causes of rectocele the author cites 
congenital absence of the ligamenta plicovaginalia 
or their injury during childbirth. These ligaments, 
described by Blaisdell, curve downward from the 
sacro-uterine ligaments to the fascia in the vaginal 
vault and are of great importance because they sup- 
port the vaginal vault and the rectum. A strain is 
placed upon them by the first stage of labor, and dur- 
ing obstetrical operations before the cervix is fully 
dilated the formation of a rectocele may be favored 
by injury to the posterior vaginal vault. Other 
causes of rectocele are subinvolution of the uterus, 
hard work during the lactation period, and chronic 
constipation. 

The treatment of high rectocele is essentially sur- 
gical. The usual procedures advocated are totally 
inadequate and frequently followed by recurrence. 
Following the usual types of perineorrhaphy recto- 
cele will occur in more than 20 per cent of cases. The 
technique perfected by the author for the cure of 
rectocele is as follows: 
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A cross incision through the vaginal fascia is made 
at the mucocutaneous junction of the vagina and 
perineum as in the Tait flap-splitting perineorrhaphy 
and the flap is separated from the rectum for a dis- 
tance of about 6cm. The vaginal fascia is separated 
from the rectum by opening the scissors and the 
vaginal wall is then incised in the midline from the 
fourchette to the pouch of Douglas. By lifting the 
upper angle of the incision the sacro-uterine liga- 
ments are put under tension and, unless the uterus 
has been removed, can be easily made out. A chromic 
gut suture is passed through the vaginal wall a short 
distance from the upper angle of the incision, car- 
ried free, and passed through the fascial covering of 
the left side of the rectum at a point where it will 
just take up the slack in the prolapsed bowel. This 
suture is then passed through the fascia near the 
left sacro-uterine ligament, crossed over, and passed 
through the fascia near the right sacro-uterine liga- 
ment, then carried free to a point on the right side 
of the rectum opposite the first rectal stitch and up 
through the vaginal wall opposite the starting point. 
When this stitch is carefully drawn taut and tied, 
the rectum is raised to the sacro-uterine ligaments. 
The ligaments are then sutured together and the up- 
per angle of the vaginal incision is closed. A second 
similar stitch causes the rectum to disappear entirely. 
The remainder of the operation is the same as an 
ordinary perineorrhaphy. 

With this operation it was found that in cases of 
rectocele associated with cystocele better results 
were obtained with proctopexy than with perineor- 
rhaphy in 52 per cent of the cases, while in rectocele 
associated with prolapse of the uterus, the results 
were better after proctopexy than after the usual 
perineorrhaphy in 75 per cent of the cases. 

H. W. Fink, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 

Baer, J. L.: A Contribution to the Problem of 
Nephritis and Nephrosis in Pregnancy. J. 
Am. M. Ass., 1922, \xxix, 622. 

The author believes that the so-called “‘kidney of 
pregnancy” occupies a position between nephritis 
and nephrosis. Very probably the initial changes 
occur in the renovascular system, the tubular epi- 
thelium becoming involved later because of the re- 
sulting dystrophy. He finds that the nephropathy 
of pregnancy is essentially a disease of primipare. 
Prodromal symptoms, such as slight shifting 
cedema and moderate retention of sodium chloride, 
are frequent. The condition usually occurs in the 
second half of pregnancy. Most authors deny the 
transition of a pregnancy nephropathy into chronic 
nephritis. Of course the occurrence of pregnancy in 
a woman with a pre-existing nephrosis may, and as 
a rule will, aggravate the condition of renal de- 
compensation. 

In this study the author used functional tests 
based on Mosenthal’s pioneer work and coupled 
with capillaroscopy. One of the renal functional 
tests, aimed at the tubular system, is made to de- 
termine the effect on the specific gravity of a series 
of two hourly specimens of urine and follows the 
administration of a dyestuff such as methylene blue 
or indigo-carmin. The urine must always be 
boiled and filtered to remove the albumin. In the 
normal case serial readings of the specific gravity 
of the urine after the administration of 5 gr. of 
methylene blue shows no change or an increase. 
In severe involvement the specific gravity will drop 
suddenly and remain low for many hours. 

Another test, “‘the freshet test,” is aimed at the 
glomeruli. In a normal case an extra liter of water 
taken at one time will be excreted in less than four 


hours. Nephritis will cause delay; the greater the 
involvement, the greater the delay or ‘‘hypos- 
thenuria.”’ 


The first extensive work in capillary microscopy 
was done by Lombard in 1912. The changes ob- 
served and most easily studied in the nail grooves fall 
into two groups: the transient, with slight deform- 
ities of the capillary loops, such as a bulge at the 
convexity, hairpin shapes, and elongation, seen in 
the kidney. of pregnancy and eclampsia; and the 
permanent, with meandering loops, tennis racket 
forms, and retardation of the blood stream, with 
segmentation, seen in pronounced true nephrosis, 
especially that associated with circulatory dis- 
turbances due to the renal changes, and in sclerosis 
of the kidney, more particularly the rapidly con- 
tracted kidney. 

The differential diagnosis between nephropathy 
independent of pregnancy and nephropathy due to 


pregnancy is based on the interpretation of renal and 
remote symptoms plus capillaroscopy. 

The treatment of the kidney of pregnancy should 
be determined by our renal physiology and pathology 
and the relative predominance of nephritic and 
nephrotic symptoms. The nephropathy of preg- 
nancy does not furnish an indication for artificial 
interruption of pregnancy, but under some condi- 
tions a genuine nephrosis of marked degree necessi- 
tates emptying of the uterus. Among such indica- 
tions may be mentioned retinitis, albuminuria, and 
oedema of such degree or location as to be serious. 

The prognosis is better in nephrosis than in 
nephritis since the epithelium of the tubular system 
has a regenerative power which is lacking in the 
glomerular system. The recovery of renal function 
in the kidney of pregnancy and in eclampsia is 
usually complete. 

A brief summary of five typical cases of different 
types is given. C. H. Davis, M.D. 


Chronic Sepsis in Pregnancy. Bosion 
. & S. J., 1922, clxxxvii, 315. 

es author draws the following conclusions: 

1. The white placental infarct is the end-result 
of a hemorrhagic lesion, its evolution being that of a 
coagulation necrosis. 

2. The lesion is a discrete process, often multiple, 
and often repeated in the same placenta. 

3. The placental lesion is secondary to a hamor- 
rhagic lesion in the maternal blood vessels of the 
placental site. 

4. There is clinical and histologic evidence that 
the primary lesion in the maternal blood vessels of 
the placental site is of infectious origin. 

5. The clinical sequence of events shows that the 
lesion is the result of hematogenous infection and 
that the source of the infection is generally in the 
teeth or tonsils. 

6. The determination of the infectious origin of 
placental infarcts demonstrates a large clinical 
entity in pregnancy which has chronic sepsis as its 
initial lesion. 

7. In the presence of pregnancy treatment by the 
removal of areas of chronic sepsis should be pursued 
with the greatest caution. E. L. Cornett, M.D. 


LABOR AND ITS COMPLICATIONS 


Arnalot, J.: The Clinical Results of Subcutaneous 
Pubiotomy (Pubiotomia subcutdnea: resultados 
en la clfnica). Arch. de ginec., obst., y pediat., 
1922, XXxv, 116. 


The author reviews the results of the pubiotomies 
performed in the obstetrical clinic at Barcelona 
from rgtt to 1922. The cases, thirty-seven in all, 
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were those of twenty-three primipara between 18 
and 41 years of age, and fourteen multipare be- 
tween 22 and 37 years of age. 

Thirty-four of the women left the clinic com- 
pletely normal without the slightest postoperative 
complication. Of two who had a vaginal injury 
with urinary complications, one was completely 
cured by re-operation but the other left the clinic 
before treatment was concluded and has been lost 
sight of. One patient died of haemorrhage due to 
absolute uterine atony which followed an attempt 
at manual extraction of the placenta. The foetus 
in this case was born asphyxiated and died a few 
minutes after birth. All of the other patients 
besides these three were up between the ninth and 
eighteenth days, and all of the foetuses lived except 
the last one mentioned. 

The fourteen multipare had given birth by pre- 
vious labors to twenty-one foetuses. They had been 
subjected to twelve forceps applications, two ver- 
sions, and two basiotripsies. The nine foetuses 
which lived were born prematurely. 

In three of these cases a pubiotomy was done for 
the second time on the same patient. In one case 
the second operation left a permanent enlargement 
of the pelvis sufficient to allow a subsequent spon- 
taneous birth. In some cases the same result was 
obtained by one pubiotomy. W. A. BRENNAN. 


Harris, J. W.: A Study of the Results Obtained in 
Sixty-Four Cesarean Sections Terminated by 
Supravaginal Hysterectomy. Bull. Johns Hop- 
kins Hosp., 1922, xxxiii, 318. 


The author reviews the sixty-four Porro casa- 
rean sections done in the obstetrical service at the 
Johns Hopkins Hospital prior to May 15, 1922, in 
order to compare their mortality with the 17.4 per 
cent mortality in forty-six cases collected by Holland 
in his recent study of caesarean sections performed in 
Great Britain during the decade from 1911 to 1921. 
The indications for the supravaginal hysterec- 
tomy are given in Tables 1 and 2 and the pathulogic 
reports are shown in Table 3. 

The Johns Hopkins figures show three deaths, a 
total mortality of 4.68 per cent, which is about one- 
quarter as great as that reported by Holland. In 


TABLE 1.—SUPRAVAGINAL HysTERECTOMY AT FIRST 
CASAREAN SECTION 

Indications Cases 
Late in labor or manifest infection............... 10 
Neglected transverse presentation.............. 
Myoma of cervix........... 
Hour-glass contraction of uterus... .. yee 
Apoplexy of uterus......... 
Failure of bag or bougie.............. 
Uncontrollable hamorrhage........... 
Dystocia following ventral fixation............... 


TABLE 2.—SUPRAVAGINAL HysTERECTOMY AT REPEATED 
CASAREAN SECTION 


Indications Cases 
Late in labor or manifest infection............... 8 


Tearing of uterine incision...................... I 
Blocking of outlet by condyloma................ I 


TABLE 3.—HIsTOLOGICAL StupDy OF AMPUTATED UTER: 


Total | Inflam- P 
: er 
Duration of Labor speci- | matory | cont 
mens _ | changes 
Before or within 6 hours of 
Late first or second stage... . 28 18 64.3 
60 23 38.3 


one case the death was due to hemorrhage on the 
operating table. The second death was due to acute 
ulcerative endocarditis which was present prior to 
the section. The third was believed to be due to 
kidney disease complicating premature separation 
of a normally implanted placenta with marked hem- 
orrhage into the uterine musculature. 

The author states that at the Johns Hopkins Hos- 
pital they have come to regard the late casarean 
section as an extraordinarily dangerous operation. 
Therefore, unless they are prepared to sacrifice the 
uterus, they resort to pubiotomy or destruction of 
the child to safeguard the patient. 

C. H. Davis, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Thorp, E.: Fevers of the Puerperium. Lancet, 1922, 
cciii, 660. 

During the last few years a large number of cases 
of puerperal sepsis and puerperal scarlet fever and 
cases in which the two conditions were associated 
have come to the author’s notice in the Infectious 
Diseases Hospital of the Borough of Sunderland. It 
appears certain that in the cases in which sepsis com- 
plicated scarlet fever the sepsis was a separate infec- 
tion; there was no evidence that scarlet fever caused 
the puerperal sepsis as the two infections had en. 
tirely separate onsets. The same strain of strepto- 
cocci was cultivated from uterine swabs and the blood 
stream. 

As regards the newborn babies Thorp’s records 
show that there were only two who did not present 
evidence of the disease while in the hospital. In 
three cases there was evidence of infection in utero; 
the remainder developed the disease after birth, the 
appearance of the rash being observed within a few 
hours to five days. 

The pathognomonic strawberry tongue was present 
in each case diagnosed, and thorough desquamation 
was the rule. The symptoms ushering in the disease 
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in the newborn babies were often severe, convulsions 
being not uncommon; the throat symptoms were 
prominent, and in one case death occurred from 
cedema of the glottis. The pure puerperal scarlet 
fever ran a fairly mild course, though the signs and 
symptoms were better marked than in other patients 
admitted from the town, where the disease was at 
that time of a particularly mild type. There were no 
deaths in the cases uncomplicated by sepsis. 

The mothers were in most instances able to feed 
their babies, and treatment was directed chiefly to 
the vulva and vaginal lacerations. The cases of 
scarlet fever complicated by sepsis were much more 
serious, the mortality being 66 per cent. The scarlet 
fever having developed, a separate onset, with rigors, 
headache, and thirst, followed, and it was observed 
that the temperature which had been falling by 
normal lysis rose to 105 degrees F. and tended to be- 
come hyperpyretic (in fatal cases it rose to 107.4 
degrees F.) and attended by all the symptoms of 
grave septicemia. 

When called in to see a puerperal woman with 
pyrexia one should immediately endeavor to ex- 
clude sepsis or to diagnose and notify regarding the 
disease if it is present. There appears to be a diffi- 
dence in recognizing its presence unless it is apt to be 
fatal; notifications are very few in comparison with 


the actual number of cases undoubtedly occurring at 
the present time. 

All degrees of sepsis require early treatment to 
prevent after-effects and to keep the condition from 
spreading. All rashes must be regarded as of septic 
origin until proved otherwise; morbilliform rashes in 
the puerperal woman are almost certainly septic. 
As scarlatiniform rashes are observed frequently, a 
diagnosis of scarlet fever should depend upon the 
presence of an injected throat and double rash. In 
coming to a conclusion as to the presence or danger of 
sepsis an inspection of the vagina and cervix should 
be made, and the presence of tears and their condi- 
tion of cleanliness determined. The lochia as a rule 
shows some change from the normal; in most cases 
it does not completely stop, but becomes offensive. 

Care should be taken in the choice of nurses; it 
should never be forgotten that pyorrhoea in a nurse 
may set up sepsis in her patient. A nurse suffering 
from septic teeth, sepsis of the throat, or subcutan- 
eous whitlows must be prohibited from attendance; 
ozena also completely disqualifies a nurse. 

Swabs should be taken from the patient’s uterus 
and vagina and an examination made of the blood. 
Shivering or rigor in a puerperal case of scarlet fever 
should lead to investigation of the uterus and vagina. 

C. H. Davis, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Hryntschak, T.: The Surgical Importance of 
Duplications of the Renal Peivis and Ureter 
(Ueber die chirurgische Bedeutung von Doppel- 
bildungen des Nierenbeckens und Harnleiters). 
Ztschr. f. urol. Chir., 1922, ix, 87. 


Duplication of the renal pelvis and ureter is a 
frequent cause of obstruction to the outflow of 
urine. The stasis in the renal pelvis and ureter 
lead to hydronephrosis or pyonephrosis. Complete 
duplication of the ureter may be_ recognized 
easily if both ureteral openings on the affected 
side are visible through the cystoscope. If in a case 
of inflammatory swelling of the bladder mucosa one 
ureteral opening is not visible, a diagnosis may be 
made by cystoradiography, i.e., transillumination 
of the bladder filled with a constrast solution. In 
diseases which lead to stasis in the renal pelvis and 
ureter, closure of the diseased ureter is frequently 
insufficient and the urine therefore flows backward. 

The diagnosis of incomplete duplication of the 
ureter is difficult, but is occasionally aided by pyelo- 
graphy. The diagnosis of duplication of the renal 
pelvis or ureter shoulu be made prior to operation 
so that during the ligation of the vessels those be- 
longing to the normal portion of the kidney will not 
be ligated. In 87 per cent of the cases operated 
upon for duplication of the renal pelvis only half 
of the kidney was abnormal, and in 80 per cent of 
these the abnormality was in the upper portion. 
Resection of the abnormal half of the kidney was 
done seventeen times and in nearly all of the other 
cases the entire kidney was extirpated. 

In conclusion the author reports the case of a 
man, 27 years of age, who had had pain on the left 
side since childhood and recently had experienced 
it also on the right side. Cystoscopy was impos- 
sible. Cystoradioscopy revealed a dilated ureter 
with two shadows the size of a walnut at the 
1 vel of the crest of the ilium on the right side. A 
diagnosis of duplication of the right renal pelvis 
and pyonephrosis of the lower portion of the 
kidney was made. Heminephrectomy was done. 
Cystoscopy after some time showed that there was 
also a pyonephrosis on the left side. 

The frequency of malformation; of the renal pel- 
vis and ureter is estimated at 3 to 4 per cent. 

FRANGENHEIM (Z). 


Walther, H. W. E.: Intravesical Management of 
Obstructions in the Ureter, with Special 
Reference to Stone and Stricture. J. Am. M. 
Ass., 1922, Ixxix, 733. 

Obstructions in the ureter are either congenital 
or acquired, partial or complete, and of intrinsic or 


extrinsic origin. Aside from calculus and stricture, 
the ureter may be obstructed by urethritis (chiefly 
of tuberculous origin), a kink over an aberrant renal 
vessel, a ptosed kidney, or external pressure from 
a tumor, a pregnant uterus, enlarged calcareous 
glands, or postoperative adhesions, etc. Ureteral 
spasm, an exaggerated fold or valve in the mucous 
membrane, a temporary kink or twist, stiffness or 
too great flexibility of the catheter, and transient 
pressure from without are among the factors which 
may cause obstruction not of pathologic import. 

In arriving at a definite diagnosis, the case 
history, careful abdominal, vaginal, and rectal pal- 
pation, urinalysis (of only catheterized specimens in 
females), roentgen-ray study (including pyelo-ureter- 
ography), and cystoscopy with ureteral sounding 
(by means of a wax bulb on an acorn-tipped 
bougie) are employed collectively. 


URETERAL STONE 


It is commonly observed that stones leaving the 
kidney become arrested at one of three points of 
narrowing in the ureter, namely, (1) at the uretero- 
pelvic juncture; (2) where the ureter crosses the 
iliac vessels at the brim of the bony pelvis; and 
(3) at the ureterovesical juncture. The vast majority 
of calculi find lodgment at the last-named point. 

Ureteral calculi are best removed by mechanical 
dilatation on the injection of an anesthetic or an 
oil. The instruments used are a Garceau catheter, 
Buerger olives, a Bransford Lewis dilator, a Walther 
flexible sound with a filiform guide and olives, 
and an acorn-tipped bougie. 

Dilation is attempted in several ways. The 
mere passage of No. 6 F. olivary-tipped catheters 
up the affected side frequently suffices. Shifting the 
axis of a stone with re-establishment of ureteral 
drainage will give almost instant relief of the pain. 
When it can be introduced past the stone the 
Garceau catheter, size 11 F., is the most valuable 
agent for dilation. The dilating olives of Buerger 
and the Bransford Lewis dilator frequently aid 
materially in hastening the expulsion of a stone. 

When an instrument encounters unusual resist- 
ance in the lower ureter it will frequently be pos- 
sible to pass the obstruction with ease by introducing 
a finger into the vagina or the rectum to serve as a 
guide. Stones impacted at the ureteral orifices are 
best liberated by cutting through the ostium with 
the high-frequency spark, as advocated by Furniss. 
The intervals at which ureteral dilations can be 
done are usually five to ten days in length. 


URETERAL STRICTURE 


The three main etiological factors of intrinsic 
narrowing in the ureter are pyogenic infection, 
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calculus, and tuberculosis. The responsibility of the 
first and last named conditions is well known, but 
the author emphasizes particularly that ureteral 
calculus is an important cause of stricture forma- 
tion. 

Pyogenic organisms, in establishing foci of infec- 
tion in the teeth, tonsils, paranasal sinuses, alimen- 
tary tract, prostate, seminal vesicles, or kidneys, are 
frequently the cause of ureteral stricture. 

Ureteral stricture cannot be diagnosed with a 
No. 6 F. ureteral catheter. Kolischer pointed out 
years ago that the only means of determining the 
presence of ureteral stricture with certainty was the 
passage of an acorn-tipped bougie up to and through 
the strictured area. Ureterograms, although of 
value at times, may be misleading. Braasch has 
called attention to the fact that spasmodic con- 
tracture occurring at the instant the roentgenogram 
is made may suggest strictures which in reality do 
not exist. 

In this condition, as in cases of ureteral calculus, 
dilation is paramount. In the male, in whom 
the prism cystoscope is generally used, acorn- 
tipped bougies of silk have proved most satisfactory. 
All of the instruments advocated for the treatment 
of ureteral stone are of equal value here. The 
intervals between dilations are usually about two 
weeks in length. 

The author draws the following conclusions: 

1. Many cases of obscure intra-abdominal pain 
are due to obstruction in the ureter. 
and ureteral sounding should be employed whenever 
the symptoms of abdominal distress cannot be traced 
to some definite surgical condition distinct from the 
urinary tract. 

2. Stone and stricture are the two principal 
factors in the causation of ureteral obstruction. 

3. Approximately 90 per cent of ureteral stones 
can be removed by non-operative means. Trans- 
urethral dilation of the ureter with instruments 
is safe in the hands of the experienced, rational, and 
efficient in its results. 

4. Ureteral stricture is a definite clinical entity 
and merits more careful consideration, especially in 
cases of abdominal pain in women. Thorough 
dilation gives definite and apparently lasting benefit. 

THEODORE Drozpowi11z, M.D. 


BLADDER, URETHRA, AND PENIS 


Keyes, E. L., Jr.: The Character and Treatment of 
Bladder Ulcers. J. Urol., 1922, viii, 167. 

Chronic inflammatory ulcerations of the bladder 
may be grouped into three classes: (1) tuberculous 
ulcers; (2) ulcers of the so-called Hunner or elusive 
type; and (3) incrusted ulcers. 

The incrusted ulcer is due apparently to some 
special coccic type of infection, is often located in or 
about the trigone, and clinically and cystoscopically 
olten simulates carcinoma, yet frequently is curable 
by local applications of argyrol or bulgarian bacillus. 

The elusive ulcer occurs in the mobile portions of 
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the bladder away from the trigone and is sometimes 
associated with tuberculosis and sometimes with 
pyelitis and generalized cystitis. In fact it has not 
yet been proved that this type of ulcer is not 
the residue of a generalized cystitis rather than a 
specific entity. The clinical history and the location 
of these ulcers suggest that they have their origin in 
a mechanical cause, such as a crack in a chapped lip, 
and are perpetuated by the bladder activity. The 
submucous infiltrate about them spreads over a 
wide area and over this the mucosa cracks readily 
when stretched. Hence the tendency of the symp- 
toms to become worse with the lapse of years. A 
great variety of treatments may succeed. In some 
cases relief is given by the mildest antiseptic irriga- 
tions, and in others, by immobilization of the blad- 
der by an in-dwelling catheter. Resection of the 
ulcer with suprapubic drainage acts by causing 
immobilization. Urethral dilation has given relief 
in two of the author’s cases, probably by relieving 
trifling urethral retention. In others, cystoscopic 
cauterization of the ulcers with a silver-nitrate pencil, 
the high-frequency current, or liquor hydrargyri 
nitratis has been beneficial. Resection does not 
always relieve, and many apparent cures are followed 
by relapse. The author has cured such relapses by 
dilating the urethra and cauterizing the ulcers. 

While it is well known that the onset or accen- 
tuation of the symptoms of cystitis may occur during 
or following an acute infection such as the so-called 
influenza, the author does not venture an opinion 
concerning the influence of focal infections in the 
etiology of bladder ulcer. 

Bladder irritability persisting for years after 
nephrectomy for renal tuberculosis may be due to 
a variety of causes, among which tuberculosis of the 
remaining kidney and of the urethra are prominent. 
The bladder lesion of chronic tuberculous cystitis 
may be a pure tuberculosis but is more often a mixed 
infection. Successful treatment of this condition 
may be accomplished by a variety of methods, 
among which may be mentioned the administration 
of santal oil, the instillation of bichloride of mercury, 
iodoform in oil or carbolic acid, vesiculectomy, the 
relief of urethral retention by the passage of 
the cystoscope or by the Chetwood operation, 
cauterization of the ulcers or tuberculous gran- 
ulomata by silver nitrate or the electric spark, and 
finally immobilization by catheter, suprapubic drain- 
age, and ureterostomy. In certain bladders it 
would seem that the mixed infection supersedes the 
tuberculosis in part or even wholly. Hunner has 
cured two such cases by resecting isolated ulcers in 
the vault, the resected tissue showing no tuberculosis, 
and in one of the author’s cases relief was given by 
cauterization and ureteral dilation. Cauterization 
of this type of bladder ulcer is usually followed by 
marked relief of symptoms lasting from six months 
to a year. In the author’s opinion it is not improbable 
that isolated granulomata of a purely tuberculous 
type have been healed by the high-frequency current. 

C. D. Homes, M.D. 
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Turner, T. T.: Intraperitoneal Rupture of the 
Bladder. Aun. Surg., 1922, Ixxvi, 64. 

On the basis of two cases and a review of the liter- 
ature the author draws the following conclusions: 

1. Intraperitoneal rupture of the urinary bladder 
is infrequent and few cases have been reported. Its 
mortality is still high but has been greatly decreased 
in the last forty years, before which period recovery 
was almost unknown. 

2. The absence of sufficient laxity in the posterior 
or peritoneal wall of the normal bladder for easy and 
secure suturing of a rent is entitled to more consider- 
ation than it has received. 

3. Free escape of urine into the peritoneal cavity 
through an intraperitoneal rupture poorly closed by 
suture or not closed at all will not necessarily cause 
a fatal peritonitis. Free suprapubic drainage with 
Murphy enteroclysis and the Fowler position may 
lead to recovery. Tuomas F. Finecan, M.D. 


Scholl, A. J., Jr., and Braasch, W. F.: Primary 
Tumors of the Urethra. Ann. Surg., 1922, Ixxvi, 
246. 

In the male urethra carcinoma is sometimes pre- 
ceded by long-standing premalignant stages. In- 
flammatory conditions and long-standing infection 
cause metaplasia of the epithelial lining of the 
urethra. A protective hyperplastic reaction is pro- 
duced which, in some cases, undergoes malignant 
change. In twenty cases of primary carcinoma col- 
lected from the literature, twelve had a history of 
urethral stricture. The majority of carcinomata 
which follow long-standing infection and trauma 
occur in men of the cancer age and commonly at the 
usual site of stricture formation. Malignant disease 
is at times associated with urinary sinuses which 
generally result from urinary obstruction and exten- 
sion of the malignant process. In an occasional case 
the formation of the fistula is possibly one of the 
determining factors in the development of malig- 
nancy. 

One case of carcinoma of the male urethra is 
reported. The patient was 48 years of age and had a 
long-standing infectious urethritis and a urethral 
stricture requiring frequent dilations. The growth, 
which was about 3 cm. in diameter, was excised and 
later the continuity of the urethra was re-established 
by a venous transplant. Five years later the patient 
was in good health. 

In the female, primary carcinoma of the urethra is 
occasionally confused with carcinoma of the vulva 
and vaginal wall. In most cases primary carcinoma 
of the urethra develops in the mucosa. The primary 
neoplasm may grow slowly and cause only a few 
symptoms. Attention may be directed to the pri- 
mary focus only by the discovery of a metastatic 
growth. 

Three cases of primary carcinoma of the female 
urethra were treated at the Mayo Clinic. In one, 
the growth was cauterized with the actual cautery. 
This patient was without recurrence and perfectly 
well six years later. The second case was considered 
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too far advanced for surgical treatment. This 
patient was kept alive in comparative comfort for 
two years by means of large doses of radium. In the 
third case the inguinal glands were involved when 
the patient was first seen. The urethra and both 
inguinal areas were exposed to large doses of radium. 
Eleven months later the urethra was negative and 
there were no palpable glands. 

Glandular types of malignancy are occasionally 
seen. Most of the adenocarcinomata which involve 
the urethra have their origin in neighboring glands. 

Fibromyomata and other connective-tissue tumors 
occur very rarely in the urethra. In the female, 
fibrous tumors generally cause few symptoms: they 
are small, covered with urethral mucosa, unattached 
to the peri-urethral tissues, and readily shelled out 
at operation. They may grow rapidly and attain 
an enormous size. If they are large they are usually 
attached to the urethra by a pedicle. 

There was one case of fibroma treated at the 
Clinic. The tumor was removed, and three years 
later the patient was without recurrence and in good 
health. 

Polyps and papillomata of the urethra are often 
seen. The majority are minute and usually the 
result of long-standing and tedious urethral infec- 
tions. They have very little clinical importance and 
generally respond readily to fulguration or snaring. 
In some cases the papillomatous growths may be 
very extensive, completely obstructing the urethra. 


Von der Osten-Sacken, E.: Amniotic Hypospadias 
(Amniotische Hypospadie). Verhandl. d. russ. 
chir. Pirogoff-Ges., Petrograd, 1922. 


Apart from its clinical interest, the description 
of the author’s case serves as a protest against the 
neglect of possible mechanical factors in favor of 
endogenous causes in attempts to explain congenital 
malformations. There was no hereditary tendency 
to malformation and nothing abnormal during the 
pregnancy or birth. The subject’s general develop- 
ment is normal, although at the age of two and a 
half months he still shows a tendency to assume the 
foetal posture. The legs are crossed and the right 
leg lies nearer the trunk, the heel touching the left 
inguinal region where the descent of the testicle has 
not yet taken place. The first and second toes of the 
right foot approach the toes of the other foot and 
exhibit rudimentary nails. The left foot has a 
sharply pronounced calcaneovalgus with a convex 
plantar surface. The skin of the lateral dorsal 
concavity is stretched and smooth. The great toe 
has a whitish granule instead of a distal phalanx. 
The second and third toes have grown together at 
their tips and are separated from the others by 
grooves due to compression. The other toes are 
normal. The leg shows a deep circular compression 
groove with a raised base 0.5 cm. wide. 

In the intra-uterine posture the malformations 
of the toes and the compression groove of the leg 
lie in a straight line. On continuing this line 
toward the trunk one strikes the penis, raised 
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toward the left, the raphe of which toward the 
glans also deviates to the left, widens irregular- 
ly, and passes over into the prepuce, which is 
tucked up along the coronary sulcus. The cleft- 
shaped external orifice is normally placed, but 
merely indicated. The hypospadic urethral opening 
in the region of the frenulum is separated from the 
raphe by an area of atrophic skin. 

Above the umbilicus are the amniotic malforma- 
tions of the fingers. The parts situated away from 
the median line are normal. Among other parts, the 
proximal phalanx of the left thumb is missing. The 
stump, which was covered by wrinkled skin and was 
usually in contact with a little knob of skin on the 
distal phalanx of the third finger, showed on abla- 
tion an axial cartilaginous center. There are no 
other abnormalities. 

The genesis of this conditicn was doubtless deter- 
mined mechanically by abnormalities of the amnion 
causing pressure and by the action of a cord from 
the periphery to the umbilicus. With regard to the 
immediate cause, one can only suspect an eclampsia 
which terminated the first pregnancy. With the 
exception of a case of Goldmann’s, no cases of am- 
niotic hypospadias have been published. 

VON DER OSTEN-SACKEN (Z). 


Fischer, A.: A New Operation for Hypospadias and 
Defects in the Pars Pendula of the Urethra 
(Neue Methode zur Operation der Hypospadiasis 
und der Defekte der Pars pendula urethrae). 
Zentralbl. f. Chir., 1922, xlix, 399. 


The operation described is begun with an external 
urethrotomy at the perineum, through which the 
urine is diverted for one week. The defect in the 
urethra is then closed by two Duplay flaps cut from 
beside the channel and sutured over a catheter with 
fine catgut. On the scrotal side of the flap the skin 
of the scrotum is incised through the middle and 
turned back laterally so that the wound side of the 
newly formed urethra may be fitted and sutured to 
the wound surface on the scrotum. 

Three or four weeks after this operation the penis 
is separated from the scrotum again by cutting 
through the fold of skin which appears when the 
two are drawn apart. This division is made 5 or 
6 mm. from the urethra, the position of which is 
marked by a sound. The margins of this wound 
are joined under tension at the penis and scrotum. 

Gutze!t (Z). 
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Mijsberg, W. A.: The Prostate and Prostatic 
Hypertrophy (Prostata und Prostatahypertro- 
phie). Nederl. Tijdschr. v. Geneesk., 1922, lxvi, 1879. 


Comparative investigations regarding the male 
sexual organs of the ape and man have shown that 
the middle lobe of the prostate must be looked upon 
as a special part of this gland. In the newborn the 
prostate consists of five parts separated by strands 
of connective tissue: the middle lobe, the two 
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lateral lobes, and the posterior and anterior lobes, 
which coalesce in later life. 

In the higher apes the prostate consists of two 
lobes, the cephalic and the caudal. The cephalic is 
much more developed than the caudal, encircles the 
ejaculatory duct like a broad ring, and in position 
and origin corresponds to the middle lobe in man. 
The middle lobe in man is rudimentary and lies 
with the para-urethral glands between the ejacula- 
tory duct and the posterior wall of the urethra. In 
this regard the prostate of the gibbon presents a 
transition stage. 

Hypertrophy of the prostate, an affection of ad- 
vanced life, is to be regarded partly as a phenomenon 
of inflammation, such as tumor formation, hyper- 
trophy, or hyperplasia. According to Halban and 
Tandler, the growth of the gland proceeds from the 
middle lobe. Tores believes that the para-urethral 
glands are responsible for the enlargement. In the 
opinion of the author, its origin must be sought in 
the conditions of development of the gland. As is 
well known, the growth of the prostate is closely 
connected with the state of development of the 
testicles. Castration in a young male stops the 
growth of the prostate. The development of the 
middle lobe is slow in man because of retarding 
influences exerted by the hormones; in the ape, on 
the contrary, it is progressive. In later life, after 
the endocrine secretion has abated, the prostate in 
man, simulating that in the primates, begins to grow 
more vigorously. In this growth the para-urethral 
glands take the leading part. 

As treatment of prostatic hypertrophy the author 
proposes early implantation of portions of healthy 
testicle. This, he believes, is better than the organo- 
therapy of Karo which consists in the injection of 
testiculin obtained from glands of a different 
species. DUNCKER (Z) 


Bumpus, H. C., Jr.: Cancer of the Prostate: a 
Comparison of Results Obtained by Radium 
and Surgical Treatment. Surg., Gynec. & Obst., 
1922, XXXV, 177. 

In judging the results of the use of radium in the 
treatment of malignancy they are usually compared 
with those obtained by surgery, the unit of measure 
being the number of patients who have lived free 
from symptoms an arbitrary number of years after 
treatment. Such a method of comparison allows a 
wide margin of error as patients treated by radium 
are seldom in so good a general condition as those 
treated by surgery. This fact explains in large 
measure current misconceptions regarding the effec- 
tiveness of radium therapy. 

Carcinoma of the prostate often becomes very 
extensive and even metastasizes before urinary 
symptoms call attention to its presence, and in 28 
per cent of all cases metastasis to the bones is 
present; hence cases are rarely presented for treat- 
ment in the initial stages. 

Before 1915, when radium was first used in the 
Mayo Clinic, patients with carcinoma of the pro- 
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state who were in sufficiently good physical con- 
dition were operated on. Since 1915, only those in 
whom the malignancy was so slight that a definite 
diagnosis could not be made have been referred for 
operation, the latter being advised in the hope that 
if incipient cancer was present it might be removed 
completely. 

In discussing results, cases in which malignancy 
was not suspected until it was discovered by the 
pathologist after the removal of a supposedly benign 
gland, and those in which operation was performed 
because of suspected malignancy of the prostate 
will be referred to as early cases. There were seventy 
two in this group. Cases in which the disease was 
so far advanced as to render clinical diagnosis cer- 
tain will be referred to as advanced cases; of these 
there were seventy-seven. 

Contrary to expectation, it appears that there is 
little difference in the final results in the two groups. 
Moreover, the mode of operation would not seem 
to be a factor in the results as the perineal and 
suprapubic operations were employed about equally 
in both groups. 

The microscopic findings as to the relative de- 
grees of malignancy are the determining factor in the 
prognosis. If the malignant cells are partly differ- 
entiated, are fairly regular in size and shape, and 
retain the characteristic, long tufted ends, the 
outlook is much more favorable with regard to the 
subsequent duration of life than if the cancer cells 
show little or no tendency to simulate the normal 
type and occur irregularly dispersed throughout a 
fibrous tissue stroma, even though the malignancy 
is slight. 

One hundred and twenty-four patients subjected 
to partial prostatectomy for carcinoma are compared 
with 152 who were treated with radium. The 124 
patients comprise all those operated on, irrespective 
of the extent of the malignancy or the amount of 
malignant tissue removed, and the 152 patients 
treated with radium represent all forms of radium 
treatment administered in all stages of the disease, 
except when metastasis was demonstrable. 

Most of the operative work was done more than 
six years ago, while all of the radium treatment 
has been given within the last six years. 

If the cases of patients who died are considered 
as completed cases, there are 106 such cases in the 
surgical group and 118 in the radium group. In the 
surgical group the average length of life after treat- 
ment was twenty-one and sixty-seven hundredths 
months, and in the radium group, twelve and thirty- 
six hundredths months. This difference is due 
apparently to the better physical condition of the 
surgical patients. In the surgical group 69 per cent, 
and in the radium group 83 per cent, died during the 
first two years. Again the difference is attributable 
to the same cause. 

In 241 patients with carcinoma of the prostate 
who were examined at the Mayo Clinic and not 
treated the average duration of the disease was 
thirty-two months from the first symptoms to 


death which occurred an average of ten months after 
examination. In the surgical group the duration of 
the disease averaged fifty-seven months, and the 
patients lived an average of twenty-seven months 
after the operation. In the radium group such a 
comparison would be misleading because of recent 
treatments, but it is interesting to note that the 
twenty-nine living patients treated with radium 
prior to January, 1921, average twenty-eight months 
of life after treatment, and that the average duration 
of their disease has been prolonged to fifty-eight 
months. Seventeen per cent of the patients treated 
with radium have lived more than two years after 
treatment. During this period 92 per cent of un- 
treated patients died. Although of the patients 
treated surgically twice as many are alive at the end 
of each year ‘as of those treated with radium, there 
are twice as many of the latter alive as there are 
untreated patients. 

The efficiency of surgery is best portrayed by the 
fact that after six years all untreated patients were 
dead, while 11 per cent of those treated surgically 
were living, and at the end of nine years 9 per cent 
are still alive. Radium is applicable to a greater 
percentage of cases than surgery, and in these will 
increase the duration of life. A wise selection of 
patients must be made and the fact recognized 
that in order to radiate the entire lesion sufficiently 
it is necessary to use all methods of application with 
minimal doses of radium. The number of points 
from which radiation is directed is as important as 
the dosage. 


Berberich, J., and Jaffé, R.: The Testicles in 
General Diseases; with Special Consideration 
of the Behavior of the Interstitial Cells (Die 
Hoden bei Allgemeinerkrankungen; mit besonderer 
Beruecksichtigung des Verhaltens der Zwischen- 
zellen). Frankfurt. Zischr. f. Path., 1922, xxvii, 395. 


Following a review of the literature Berberich and 
Jaffé discuss the question as to when signs of de- 
generation are found in the testicle in the various 
diseases and whether or not the interstitial cells 
are increased. 

On the whole, the authors accept the theory of 
Goette who recognizes four grades of injury of the 
testicle. The first grade is characterized by dis- 
appearance of the spermia and spermatids, the 
second by destruction of the spermiocytes, the 
third by destruction of the spermiognia, and the 
fourth, the most severe, by destruction of the 
epithelium and the Sertoli cells. 

They state that they ascribe particular impor- 
tance also to the fat in the Sertoli cells. That 
this fat is physiological was shown by the exam- 
ination of the bodies of persons who died from acci- 
dents or acute diseases. 

Normally, the number of interstitial cells is 
small. The view that an increase should be regarded 
as an expression of a reparative endeavor on the 
part of the organ, as suggested by Stieveand Kyrle, 
is not shared by the authors as they very frequently 
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found numerous interstitial cells in the absence of 
any signs of repair in the canals. They found also 
that the variation in size of the interstitial cells is 
physiological; therefore they cannot agree with Stei- 
nach who considers the larger cells as ‘F-cells.” 
According to the Frankfort investigators, a lipoid 
and fat content is typical of interstitial cells. 

The authors examined the testes of seventy-one 
men who died between the ages of 17 and 56 years 
and twenty-eight men who died after the fifty- 
sixth year of age. In these groups there were six 
and three, respectively, with fibrosis of the testis. 
Of the twenty-one cases of the first group, in which 
death was due to an acute disease, atrophy of the 
testis was found in only two cases and in these was 
only of the first grade. One was a case of pneu- 
monia and the other a case of typhoid fever. -Only 
spermiogenesis had been injured. In ten cases an 
increase of the interstitial cells was observed but in 
nine others of the series it was not noted. In most 
of the cases the testicles of the men who died of 
cachexia due to a chronic condition between the sev- 
enteenth and fifty-sixth years of age (50 cases) showed 
an increase in the interstitial cells but only half of 
them showed an injury to spermiogenesis. 

The quantity of fat is not influenced by disease or 
the number of the interstitial cells, but in the pres- 
ence of very numerous interstitial cells the fat bor- 
der zone was usually less than in cases with few 
interstitial cells with a low fat content. This finding, 
however, was not constant. On the other hand, the 
testes of older men (over 56 years), even those who 
died from acute disease, showed a constant and 
distinct injury of spermiogenesis, regardless of the 
state of nutrition, and no specially marked increase 
of interstitial cells poor in lipoid. In the testes of 
twenty chronically diseased men over 56 years of 
age, fifteen of whom were very cachectic, there was 
usually, in addition to senile changes, a more or less 
severe injury of spermiogenesis and the interstitial 
cells were few and poor in lipoid. 

In six cases of fibrosis of the testis (formerly called 
“orchitis fibrosa”) there were usually, in addition 
to syphilis, circulatory disturbances of an arterio- 
sclerotic nature. 

As long as interstitial cells are present their rela- 
tionship to internal secretion and libido cannot be 
determined. Nota single case of absence of the cells 
was found; therefore the authors refuse to take any 
stand in this matter. 

In two cases of inguinal testis, one treated sur- 
gically and the other found at an autopsy, no signs 
of spermiogenesis were seen by the authors. Many 
of the canals contained only a single layer of epithe- 
lium and others were recognizable only from their 
broad hyaline wall. The canals were small and 
markedly dehiscent because of the marked oedema 
of the connective tissue. The interstitial cells were 
extraordinarily abundant and lay massed in large 
clumps. In the first patient, a man 54 years old, 
they were very rich in lipoid, while in the second, a 
man 46 years old, they were poor in lipoid and 


separated by hemorrhages. In the first case, the 
normal testis showed good spermiogenesis, but the 
canals were separated by cedematous connective 
tissue and the interstitial cells were abundant and 
rich in lipoid. The authors believe that here, as in 
fibrosis of the testicle and atrophy of the testis 
caused by chronic alcoholism, the increase in the 
interstitial cells should be considered as a com- 
pensatory hypertrophy for the destroyed seminal 
canals. In chronic alcoholism a severe injury with a 
simultaneous marked proliferation of the inter- 
stitial cells was found; the libido and generative 
power remained unchanged. 

The authors observed one case of unilateral castra- 
tion in which the one testis was removed for car- 
cinoma of the epididymis a year before death. The 
man was extremely cachectic and had multiple 
metastases. The testis was small, spermiogenesis 
was good, and the interstitial cells were few and 
rich in lipoid. Therefore, according to the authors’ 
view, neither the castration nor the cachexia caused 
any change in the testis. The findings in other 
reported cases of semi-castration showed no im- 
portant changes in the remaining testis. 

The authors therefore come to the conclusion 
that a relationship between certain diseases and 
certain changes in the testicle is not demonstrable. 
In young persons there is usually no injury of 
spermiogenesis, but frequently, especially in the 
rare cases of trauma, there is an increase in the 
interstitial cells. In more advanced age, on the 
other hand, spermiogenesis is injured by acute as 
well as by chronic diseases and the interstitial cells 
show an increase only rarely. There seems to be a 
relationship between the fat border zone and the fat 
content of the interstitial cells, for when there is 
an abundance of fat in the one there is a lack of fat 
in the other and vice versa. The increase in the 
interstitial cells cannot be regarded as a sign of 
regeneration, but is possibly a substitution process 
for destroyed seminal epithelium. 

A trophic function of the interstitial cells cannot 
be excluded, but the authors consider it improbable. 
Neither do they recognize a resorptive function. 
In their endocrine function, the cells probably do 
not affect the sexual sphere directly, but stand in 
a reciprocal relationship to the other endocrine 
glands. As the endocrine system plays an important 
part in the protection of the body, an increase in 
the interstitial cells might be explained on this basis. 
When in advanced age the body has no further 
power, the increase is absent. 

As in all of the cases which came under observa- 
tion there was no case of normal libido and potentia 
coeundi in which all of the seminal canals, including 
the Sertoli cells, were destroyed and therefore only 
interstitial cells were present, or all the interstitial 
cells were destroyed and the seminal canals and 
Sertoli cells were intact, the authors believe they 
are not justified in drawing any conclusion with 
regard to the question of internal secretion. 

ROSENBERG (Z). 
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Grignani, R.: The So-Called Cystic Disease of the 
Testicle (Sulla considetta malattia cistica del 
testicolo). Amn. ital. di chir., 1922, i, 382. 

Cooper in 1804 applied the term ‘‘cystic disease 
of the testicle” to a particular type of tumor con- 
stituted essentially of cysts of various sizes. Grig- 
nani has studied a case of agglomerated cysts in the 
tight testicle of a man 47 years of age. The histo- 
logic findings are described in detail and illustrated. 
The conclusions drawn from this study are as 
follows: 

1. This tumor may be regarded as the so-called 
cystic disease of the testicle and from the anatomo- 
pathological point of view classified as an embryoma 
of the mixed tumor type. From the clinical point 
of view this type of tumor may be considered as 
benign but under the influence of some cause still 
unknown may easily assume a malignant character, 
connectival or epithelial. 

2. It probably originates from the inclusion and 
development of isolated blastomeres. 

3. It is desirable to designate it as “‘cystic dis- 
ease of the testicle” as by this term it is differentiated 
from other testicular tumors. W. A. BRENNAN. 


Connor, F. P.: Malignant Disease of the Retained 
or Imperfectly Descended Testis. Indian M. 
Gaz., 1922, lvii, 205. 


On the basis of his experience Connor concludes 
that the imperfectly descended testis is especially 
predisposed to malignant disease, although he be- 
lieves that malignant disease of the testis is of 
embryonic origin. These malignant growths are 
extremely virulent and the most radical operation 
seldom prolongs life for more than a short time. 

Connor reports three cases, two of inguinal and 
one of abdominal arrest of the testicle. All were 
operated upon, and the growth was reported as a 
soft sarcoma in every instance. All of the patients 
died from recurrence within four months after the 
operation. Because of the liability of the undescend- 
ed testis to malignant disease every undescended 
testis should be operated upon before the eighth 
year of age. B. F. Rotter, M.D. 


Garvin, C. H., and Carson, S. L.: Carcinoma of the 
Undescended Abdominal Testicle—Report of a 
Case. J. Nat. M. Ass., 1922, xiv, 159. 


The patient was a colored man 38 years of age, a 
laborer, who was admitted to the hospital October 3, 
1914. His family and personal history were negative, 
and there was no history of an injury. Complaint 
was made of a painless swelling in the lower part of 
the abdomen on the right side which was first noticed 
about four months previously when it was about the 
size of a hen’s egg. It had been painless from the be- 
ginning but had grown rapidly and at the time of the 
examination at the hospital seemed to press on 
the bladder. Urination was sometimes painful and 
difficult, and occasionally there was temporary reten- 
tion. Recently there had been a feeling of heaviness 
and weakness in the lower abdomen and back. Other 


complaints were a marked loss of weight, a poor ap- 
petite, and general weakness. ; 

The lungs and heart were found to be normal and 
the Wassermann reaction and urine examination 
were negative. The left testicle was normal but 
the right testicle was undescended. Just to the 
right of the midline between the umbilicus and the 
symphysis pubis was a projecting mass which meas- 
ured 4 by 4 in. There was no tenderness or 
discoloration of the skin. The mass was slightly 
movable and firm, and appeared to have a definite 
outline. A diagnosis of sarcoma of the undescended 
abdominal testicle was made and immediate opera- 
tion advised. 

The mass was removed under ether anesthesia. 
Its capsule was not complete but the adhesions were 
easily broken up. A number of glands in the neigh- 
borhood of the tumor were also removed. 

Convalescence was uneventful, the patient being 
allowed to get up on the tenth day and discharged 
four days later. 

The pathologist reported the specimen to consist 
of a testicle occupied by a new growth. On section 
the main mass of tissue was found to consist of 
carcinomatous areas with other areas suggesting sar- 
coma. The patient died six months later, probably 
of intra-abdominal metastasis. Autopsy was not 
allowed. 

A thorough review of the literature shows that the 
theory that the undescended testicle is prone to 
malignancy is not based upon reported cases. Da- 
Costa is quoted as stating that 1o per cent of 
testicles involved by sarcoma are undescended 
testicles. C. D. Hoimes, M.D. 


Kreuter, E.: Transplantation of the Testicle 
and Homosexuality -(Hodentransplantation und 
Homosexualitaet). Zentralbl. f. Chir., 1922, xlix, 
538. 


Although the experiments of Foerster, Stanley, 
Enderlen, and the author have shown beyond a 
doubt that the transplanted testicle atrophies, cases 
have been reported in which homosexuality was 
cured by testicle transplantation. Kreuter believes 
that a large number of these cases are not to be 
regarded as cases of specifically functioning gen- 
erative glands, and has endeavored to throw light 
on the problem by reversing the experiment. He 
transplanted into an individual who, despite bi- 
lateral castration, retained heterosexual feelings, a 
testicle obtained from a pronouncedly homosexual 
person which was shown by microscopic examina- 
tion to be completely normal. In spite of unevent- 
ful healing, the result was negative. An attempt 
made at the same time to cure the homosexual 
individual by replacing the removed testicle with 
the undescended testicle of a 20-year-old man had 
caused no change at the end of three weeks. 

The author is convinced that the effect of testicle 
transplantation is due to suggestion and that the 
transplantation has no influence which can be 
ascribed to internal secretion. GERLACH (Z). 
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Heller, J., and Sprinz, O.: Contributions to the 
Comparative and Pathologic Anatomy of the 
Colliculus Seminalis (Beitraege zur vergleichen- 
den und pathologischen Anatomie des Colliculus 
seminalis). Ztschr. f. urol. Chir., 1921, vii, 196. 


The colliculus seminalis consists of a tissue rich 
in smooth muscle fibers which in isolated areas 
possesses a variously developed cavernous tissue. 
The superficial mucosa, which lies in folds, contains 
recesses and therefore in the endoscopic picture often 
appears papillomatous. The prestatic utricle which 
opens at the summit of the colliculus seminalis 
varies in its dimensions: it may be as long as 12 
cm. and as broad as 1 cm., or, when there is cyst 
formation, even larger. The ejaculatory ducts are 
surrounded by a layer of circular muscle fibers 
which are contractile in their entire extent. The 
corpus cavernosum which Ruediger described as 
situated at the orifice and believed to play an im- 
portant part in erection and ejaculation could 
not be found by the authors. Neither were they able 
to find the spermatic sphincter described by Porosz. 


COMPARATIVE ANATOMY 


The authors review the structure of the prostate 
and the utricle as described by Disselhorst and 
Schmaltz. From the observations of Heller and 
Sprinz on the normal and comparative anatomy, 
which are reported in the form of illustrations with 
short legends, the following conclusions may be 
drawn: 

Transverse section shows a markedly indented 
mucosa, gland formation immediately beneath this 
mucosa, and in the latter numerous corpora amyla- 
cea in various stages of development. Cavernous 
spaces, and therefore a corpus cavernosum of the 
verumontanum itself, are probably simulated by 
secondary hemorrhages in the atrophying glands. 
Numerous pictures of the verumontanum of the 
dog, monkey, bull, ox, boar, pig, ram and sheep 
show disappearance of the projections, fossz, and villi 
of the mucosa as a characteristic change of the 
verumontanum fcllowing castration. Instead of a 
broad mound, the colliculus forms a conical process. 


PHYSIOLOGY 


The authors cannot agree with the American 
authors, Rosen and Rytina, who speak of a physiol- 
ogy of the colliculus and consider the latter as an 
important endocrine gland. The function of the 
colliculus in the sexual act as described by Porosz is 
discussed on the basis of the anatomy. 


PATHOLOGIC ANATOMY 

The pathologic changes of the colliculus which ap- 
pear striking on macroscopic examination and Jead 
to microscopic examination are very rare. Heller, 
who discusses the pathology of the colliculus 
mainly on the basis of specimens in the Berlin 
Pathological Institute, stated that he could deter- 
mine no other change than tuberculosis. The ab- 
normalities and diseases, as observed up to the pres- 


ent time, include adenomatous proliferation of the 
utricle glands, cyst formation in the colliculus, and 
valve and hymen formation in the prostatic por- 
tion, originating from the colliculus. 

The authors discuss acute inflammation of the 
colliculus only briefly as they were unable to make 
histologic examinations. Because of the danger of 
cicatrization of the excretory ducts of important 
organs they discountenance biopsy and the ther- 
apeutic excision of portions of the colliculus as 
advised by Rytina. In a case cf malakoplakia of 
the bladder a very cystic utricle was found. In the 
body of a patient who died from heart disease five 
weeks after a gonorrhceal infection dilated prostatic 
excretory ducts, enlargement of the papilla of the 
mucosa, and submucous infiltration or abscess foci 
were found. Heller also observed a non-gonorrhceal 
pyzmic abscess of the colliculus. Contrary to the 
view of Thompson and Dittel, gonorrhceal strictures 
of the posterior urethra do occur, although they are 
very rare. In the collections at Berlin and Munich 
Heller found only two specimens showing this 
condition (Simmonds, Hamburg); the colliculus 
was greatly changed by the formation of cicatrices. 
Traumatic changes of the colliculus are also very 
rare. 

The investigations of Heller regarding associated 
disease of the colliculus or the utricle, respectively, 
in prostatitis showed that the claim made by 
Porosz that the utricle is involved is not correct; in 
agreement with Wossidlo, Lohnstein, and Buerger, 
he found that enlargements, hyperemia, and 
inflammation of the colliculus are not so frequent 
as would appear from direct endoscopy. Isclated 
tuberculosis of the colliculus has not been discovered 
at autopsy, but tuberculous changes with other 
urogenital tuberculosis was seen. The papilloma- 
like new growths of the colliculus floating in the 
endoscopic picture do not have the anatomical 
structure of polyps of the mucous membrane; they 
are rather adenomatous proliferations of the tissue 
of the colliculus. On the whele, one should guard 
against considering as pathologic small villous 
growths which appear enlarged in the endoscope as 
a result of magnification. Because of the folds in 
the mucosa of the colliculus small portions are 
demarcated in both animals and man so that they 
create the impression of a pathologic new growth 
and have often been treated as such. Only growths 
which show pronounced floating in the endoscope 
should be considered true polyps. 

The corpora amylacea of the prostate originate 
especially often and in great numbers in the colli- 
culus. A relationship between the formation of 
prostatic bodies and stone formation seems very 
doubtful to the authors as the great frequency of 
corpora amylacea is in direct contrast to the rarity 
of stone formation. Atrophy of the prostate shows 
no effect upon the colliculus in the majority of 
cases. 

The chapter on the relationships of the colliculus 
to prostatic hypertrophy is relatively short, and the 


5 
? 
t 
| 
i 
ij 
4 
| 
} 


456 INTERNATIONAL ABSTRACT OF SURGERY 


views of Tandler and Zuckerkandl are not mentioned. 
In the authors’ opinion the colliculus is usually 
unchanged microscopically in prostatic hypertrophy. 
The spreading of malignant tumors of the prostate 
to the colliculus is very rare. PFLAUMER (Z). 


MISCELLANEOUS 


Quinby, W. C.: The Diagnosis of Disease of the 
Urinary Tract. Boston M. & S. J., 1922, clxxxvii, 
229. 

Quinby states that in no branch of major surgery 
are the methods of arriving at an accurate pre- 
operative diagnosis so numerous and so reliable in 
their detailed findings as those applied to diseases of 
the urinary tract. 

He gives the history of fourteen cases, clearly 
defining data obtained by means of the X-ray, and 
then thoroughly analyzes each case. 

The following working rules are suggested: 

1. Do not rush to the use of such modern diag- 


nostic aids as the cystoscope before taking a detailed 
history and making a thorough general physical ex- 
amination. 

2. Examine the urine, especially for microscopic 
amounts of pus and blood, but do not conclude that 
if the urine is normal the possibility of disease in the 
urinary tract is excluded. 

3. Look with the eye of a keptic on all shadows in 
the plain X-ray plate which seem to mean lithiasis 
within the urinary passages until such shadows have 
been proved by further measures to be in fact within 
these passages. 

4. The accurate and early determination of the 
exact source of pus or blood in the urine is impera- 
tive. This can be satisfactorily accomplished only 
by the use of the cystoscope and ureteral catheter. 

5. The data shown by the pyelogram are frequent- 
ly of the greatest importance. Pyelography should 
therefore be carried out frequently, often as an aid 
in elucidating the source of abdominal pain whatever 
its location. Louts Gross, M.D. 
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SURGERY OF THE EYE AND EAR 


EYE 
Franklin, W. S., and Horner, W. D.: Hernia 
through Tenon’s Capsule with Extrusion of 
Orbital Fat, a Birth Injury. Am. J. Ophih., 
1922, V, 6or. 

This article is very interesting from several stand- 
points: (1) the condition was correctly diagnosed 
before operation, as proved by microscopic exam- 
ination of a section taken at the time of operation; 
(2) both eyes were similarly affected, one in the 
upper inner, and one in the lower inner, quadrant; 
(3) the patient was 514 years of age and because of 
the puffiness of the lids due to the herniated masses 
had been examined repeatedly for kidney and heart 
lesions; and (4) a careful survey of the literature 
revealed no report of a similar case. 

Tuomas D. Aten, M.D. 


MacGillivray, A.: Subconjunctival Cataract Ex- 
traction. Brit. J. Ophth., 1922, vi, 351. 

The author refers to previous articles in which 
he drew attention to the usual extraction of cata- 
ract as a non-scientific procedure because it leaves a 
large wound without protection. 

After discussing several methods of subconjunc- 
tival extraction dating back to Alexander’s publica- 
tions in 1825, MacGillivray describes the method 
he used in his last 300 cases. The technique of this 
operation is as follows: 

The conjunctiva is secured with fixation forceps 
just below six o’clock and the patient is made to 
look downward constantly until the operation is 
completed. The knife is inserted in the temporal 
margin 1 mm. back of the limbus and 1 mm. above 
the horizontal diameter and passed horizontally 
through the chamber to the corresponding point on 
the opposite side. The incision is carried upward in 
the usual way but, without dividing the conjuncti- 
val bridge at this point, the knife is directed back- 
ward and by one or two sawing movements the con- 
junctival bridge is continued upward for a distance 
of about 12 mm. The lens capsule is broken, one 
lens is removed in the usual way, all cortical débris 
is removed, and the chamber is irrigated if necessary 
with isotonic salt solution. The iris is then stroked 
back into position, pilocarpine is instilled, and the 
wound dressed. James P. FitzGeratp, M.D. 


Smith, T. F. S.: Extraction of the Lens in Its 
Capsule. Indian M.Gaz., 1922, lvii, 253. 

Smith confines his remarks mainly to correcting 
certain erroneous impressions regarding the tech- 
nique necessary in cataract operations. He believes 
extensive pre-operative preparation is useless. He 
uses a 5 or 6 per cent solution of cocaine once, then 
clips the outer eyelashes of the upper lid with the 


scissors so that the knife can be passed across the 
eye without touching it, then washes the lids and 
brow with a 1: 2,000 bichloride of mercury solution, 
inserts the speculum, and washes out the con- 
junctival sac. He does not tell the patient to look 
this way or that, but makes him look in whatever 
direction he desires by means of the fixation 
forceps. 

Most surgeons hold the knife too tightly and too 
near the blade. Smith discusses the incision in 
detail. At the end of the incision the iris is very apt 
to be caught on the blade and the surgeon is very 
apt to cut quickly. This is wrong. Unless the 
incision is made very slowly the lens and vitreous 
may both be injured. In the iridectomy the iris 
should be caught lightly with the iris forceps 
because if pinched tightly the patient will wince. 
To prevent tearing away the whole iris care must 
be taken not to pull it out too far during the cut- 
ting. 

In the removal of the lens the position of the 
assistant is extremely important. The assistant 
should stand at the left of the patient and hold the 
lower lid down with his left thumb and the upper lid 
away from the eye and somewhat down with a lid 
retractor. Smith describes the extracting of certain 
kinds of lens by tumbling. 

In the toilet of the eye the replacement of the iris 
is exceedingly important. This membrane is very 
apt to adhere to the upper edge of the wound but 
may be freed with the iris repositor before the eye is 
closed. T. D. ALLEN, M.D. 


Holland, H. T.: Some Contra-Indications to the 
Intracapsular Operation for Cataract Based 
on 8,000 Cases, by an Intracapsular Operator. 
Indian M. Gaz., 1922, lvii, 296. 

Holland is a pupil of Smith, but differs somewhat 
from his teacher with regard to the contra-indica- 
tions of the “Indian Smith” operation. Smith 
states that there are three classes of cases unsuitable 
for intracapsular extraction: (1) cases of congenital 
cataract; (2) juvenile cataracts up to the thirtieth 
year of age; and (3) cases of after-cataract, also 
called secondary cataract. 

Holland adds the following: (1) the large promi- 
nent ‘“‘ox eye” in plethoric persons; (2) ordinary 
cases in which legitimate pressure does not rupture 
the zonula; (3) cases of double cataract in persons 
between 35 and 50 years of age or young persons with 
dark hair in whom the zonula often proves very 
resistant; (4) cataract associated with glaucoma, in 
which there is distinct danger of choroidal hemor- 
rhage; and (5) traumatic cataract in which often the 
hyloid membrane was ruptured by the blow that 
caused the cataract. T. D. ALLEN, M.D. 
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EAR 
Burton, F. A.: Two Cases of Otiobiosis. Am. J. 
Surg., 1922, XXXVi, 17!I. 

Burton reports two cases of ear tick disease, the 
characteristic symptoms of each being chiefly impair- 
ment of hearing. There was no pain and no tinnitus, 
and only in the second case was there bleeding from 
the ear. 

The first specimen removed was a female “net 
tick,’’ arachnida ixodidez dermacentor reticulatus, 
and the second an tick,” arachnida ixodide 
ornithodorus megnini. 

Both types are native to California, Arizona, 
Texas, and Nevada. FRANK J. Novak, Jr., M.D. 


Junod, A.: Primary Malignant Tumors of the 
Middle Ear (Ueber die primaeren boesartigen Ge- 
schwuelste des Mittelohres). Schweiz. med. Wchnschr., 
1922, lii, 510. 


The rarity of primary malignant tumors of the 
middle ear is shown by the fact that only six such 
cases came to the Basle Clinic in twenty-five and 
one-half years, a period in which about 45,000 ear 
cases were treated. The author discusses these six 
cases with the aid of extracts from their histories. 
In three cases the tumor was a cancroid. 

Although the normal middle ear nowhere shows 
stratified pavement epithelium, all the cancers of 
the middle ear heretofore reported were cancroids. 
This may be explained by the fact that they were 
preceded for years by middle-ear suppuration 
due to an infection such as scarlet fever or tuber- 


culosis which, because of the marginal location of 
the perforation, led to a cholesteatoma giving rise. 
in exceptional cases, to a secondary cancroid for- 
mation. 

A sarcoma was observed twice and an endothe- 
lioma once; these growths usually develop in a 
previously healthy middle ear. The sarcomata 
appeared in children and the cancers in adults; 
= patient with the endothelioma was 70 years 
old. 

The most prominent symptom is severe headache. 
Attacks of vertigo were present in only one case 
although as a rule the vestibular apparatus is also 
involved. Undoubtedly the labyrinth is destroyed 
so rapidly by the foetid suppuration that the cir- 
cumscribed labyrinthitis does not last long. Deaf- 
ness results from the destruction of the internal 
ear. The facial nerve was involved in four cases; 
facial paralysis may be the first symptom of this 
condition. Also in four cases there were granulations 
with suppuration in the auditory canal, a condition 
revealed by histologic examination. 

Wide opening of the mastoid process, the aditus, 
and the tympanic cavity usually fails to effect a 
cure. Prolonged freedom from recurrence after 
the operation is observed only after sarcoma and 
endothelioma. Irradiation therapy also should be 
used. It is a remarkable fact that the degeneration 
of the neighboring glands occurs late and distant 
metastases are very rare. As a rule, cachexia, and 
more rarely, a suppurative meningitis, causes death. 

BRUNNER (Z). 
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SURGERY OF THE NOSE, THROAT, AND MOUTH 


NOSE 
Nager, F. R.: Intranasal Encephaloceles (Ueber 
intranasale Encephalocelen). Schweiz. med. Wchnschr., 
1922, lii, 516. 

The basal forms of cerebral hernia may be easily 
confused with intranasal tumors. The spheno- 
pharyngeal and palatine meningoceles are observed 
almost exclusively in the newborn. The purely 
intranasal transethmoidal forms are very rare. The 
author reports briefly six cases recorded in the 
literature and gives in detail the history of a case of 
his own. 

Nager’s patient, a boy 7 years old, had suffered 
since an early age from obstructed nasal breathing. 
About four years previously the mother observed a 
fleshy tumor in the right nasal cavity. Three years 
before, a broad sessile tumor as large as a cherry 
was removed by a specialist from the anterior upper 
part of the septum with the cold snare, an operation 
followed by considerable hemorrhage. The following 
year the removal of a recurrence caused the drainage 
of a light serous fluid. After the operation, meningitis 
developed and pneumococci were demonstrated in 
the spinal fluid. A cure was eventually effected by 
large doses of urotropin and repeated lumbar 
punctures. A second recurrence was not attacked 
surgically as in the meantime the diagnosis of 
meningocele was established. The mass was dis- 
tinctly compressible. Ultimately a cerebrospinal 
fistula formed the port of entry for a streptococcus 
infection to which the boy succumbed. 

Autopsy revealed a sac-shaped protrusion of the 
dura through an opening immediately in front of the 
anterior portion of the lamina cribrosa. The men- 
ingocele was still free from the cerebral tissue, but 
showed extensive inflammatory changes caused by 
the previous operations and meningitis. 

BRUNNER (Z). 


THROAT 


Ujj, S.: A Cured Case of False Route Due to Intu- 
bation (Ein geheilter Fall von “fausse route” in- 
folge von Intubation). Orvosi hetil., 1921, Ixv, 378. 


In a neuropathic child 7 years old who suffered 
with croup and in whom the first intubation with a 
No. 5 tube followed a smooth course, only a smaller 
tube (No. 4) could be introduced at a second intuba- 
tion, and at a third the obstruction produced by a 
spasm of the glottis could be overcome only with 
difficulty with a No. 3 tube. Unfortunately a false 
passage also was formed, the end of the tube becom- 
ing visible and palpable at the level of the carti- 
laginous ring under the skin. An immediately per- 
formed tracheotomy resulted in a successful out- 
come. Vas (Z). 


MOUTH 
Cates, B. B.: A Plea for Early Cleft Palate Op- 
erations. Ann. J.Surg., 1922, Xxxvi, 221. 

For a long time it was the practice of surgeons to 
delay operation for cleft palate until the child had 
grown. Some recommended waiting until even as 
late as the fifteenth year. Today it is becoming 
generally believed that operation should be done 
early, the earlier the better. 

The strongest argument for early operation is that 
in the first two or three months of life there is a 
minimum of calcium salts in the bones and therefore 
the bones can be more easily molded into normal 
position. Early operation insures a more natural 
voice and a correspondingly good velum with better 
function. Frencu K. HANnsEL, M.D. 


Combier, V., and Murard, J.: Abscess of the 
Tongue (Les abcés de la langue). Presse méd., 
Par., 1922, xxx, 789. 

The fact that the tongue which is exposed to so 
many bacteria has so few infections as compared 
with the tonsils, the hard palate, and the gums is due 
perhaps to the firm structure of its mucosa, its lack 
of movable submucosa, and its muscular structure. 
The acute infections of the tongue are superficial or 
involve the parenchyma at various depths. They 
usually form an abscess but in some cases there may 
be an cedematous fluctuation without pus. The 
abscess forms along the intermuscular spaces, in the 
midline, between the genioglossus, at the sides, or, 
according to Kilian, in the space between the hyo- 
glossus and the genioglossus, the space through 
which the lingual artery passes. 

Abscess of the tongue is most frequent in adult 
males. It may occur in cases of diabetes, variola, 
typhoid fever, and alcoholism, but more often is due 
to buccal infections, tonsillitis, dental infections, 
inflammation of the salivary glands, or parotitis. 
The infection is probably carried by the numerous 
lymph channels in this region. Its beginning is usu- 
ally sudden. There is little or no trismus. The 
vertical diameter of the tongue is increased so 
that it almost touches the hard palate. 

The authors describe two cases, in one of which 
the abscess was superficial and in the other deep. 
Both abscesses were opened by puncture with a 
closed Kocher forceps. 

The swelling may be limited to a certain region in 
which the abscess can be delimited, or diffuse, the 
abscess being so deep that its limits cannot be 
ascertained. In one of the authors’ cases the tongue 
filled the mouth and effort to move it was painful; 
the subhyoid region gave a sensation of deep indur- 
ation, and there was a slight submaxillary adenopa- 
thy which was moderately painful. In some cases 
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abscesses of moderate size migrate toward the sur- 
face and open spontaneously or become absorbed, 
but such absorption may be incomplete, resulting in 
induration and hypertrophy or septic complications. 
The temperature is usually moderate, 38 degrees C. 

It is important to make an early diagnosis, to find 
the position of the abscess, and to differentiate 
between a purulent process in the glosso-epiglottic 
region and a similar condition in the thyreoglosso- 
epiglottic region. The latter may be diagnosed with 
the aid of the laryngoscope. 

In early cases the authors recommend buccal and 
dental measures and hot packs to the subhyoid 
region, and if these are not successful, opening 
and draining of the abscess. There is usually little 


bleeding. Hydrogen peroxide is very effective in 
arresting the hemorrhage. 

The point of approach varies in different cases. 
When the abscess is not seen, the mouth is not the 
best route of approach, especially when the abscess 
is deep. In these cases the subhyoid route is advanta- 
geous. Chassaignac proposes the submaxillary route. 
For laterally situated abscesses Kilian recommends 
access through the hyoglossus with ligation of the 
lingual artery. Boeckel regards the median subhyoid 
incision as the best and simplest to open an abscess 
which cannot be reached through the mouth. This 
gives good drainage and allows easy inspection after 
operation but may cause compression of the trachea. 

Husert F. Dunn, M.D. 


Ge 
mr 


BIBLIOGRAPHY of CURRENT LITERATURE 


GENERAL SURGERY—SURGICAL TECHNIQUE 


NoreE.— The bold face figures in brackets at the right of a reference indicate the page of this issue on which an 


abstract of the article referred to may be found. 


Operative Surgery and Technique 


Pre-operative and postoperative treatment and care of 
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Some points in surgical technique. W. J. S. McKay. 
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Free skin transplantation. N. TAKAHASHI and R. 
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Vomiting and distention after laparotomy lessened by 
the substitution of rubber envelope pads for gauze: the 
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A wholesale discount of 25% is allowed on one gross 
or more ($27 net per gross); carriage paid 


lodized catgut imbedded in the same 
medium. Note the proximity 
of colonies 


Kalmerid catgut imbedded in agar 
infected with Staphylococcus 
pyogenes aureus 


See Advertisement on Page / 


Kalmerid Catgut 


Antiseptic 


JK ALMERID CATGUT is an improved germicidal 

suture superseding iodized catgut.’ It is not 
only sterile, but, being impregnated with potas- 
sium-mercuric-iodide—a double iodine compound— 
the sutures exert a local bactericidal action in the 
tissues.‘ It differs from the Claustro-Thermal cat- 
gut only in this respect. 

The serious disadvantages of iodized catgut—de- 
terioration, irritation, and impaired tensile strength— 
have been overcome through the use of potassium- 
mercuric-iodide instead of iodine. Unlike iodine, it 
does not break down under the influence of light or 
heat, it is chemically stable, and it is neither toxic 
nor irritating to the tissues. It interferes in no 
way with the absorption of the sutures, and is 
not precipitated by the proteins of the body 
fluids. 

These sutures are boilable. The tubes even may 
be autoclaved up to 30 pounds pressure for sterilizing 
their exterior preliminary to use. The heat sterili- 
zation procedure is described on the following page. 


VARIETIES OF KALMERID CATGUT 
Each Tube Contains Approximately Sixty Inches 


Plam Cat@ut......s0:. Boilable Grade...... No. 1205 
10-Day Chromic...... BRoilable Grade...... No. 1225 
20-Day Chromic...... Boilable Grade...... No. 1245 
40-Day Chromic...... Boilable Grade...... No. 1285 


000...00.. 0. 

In packages of twelve tubes of a kind and size 
List Price per dozen tubes (in U.S. A.).......... $3 

A wholesale discount of 25% is allowed on one gross 

or more ($27 net per gross); carriage paid 
Kalmerid catgut is made also in an extra flexible 
grade, which is non-boilable, and which is described 
on the following page. 


GERMICIDAL EFFICIENCY 
As COMPARED WITH IoDIZED CATGUT 


The marked inhibitory power of Kalmerid catgut, as compared 
with iodized sutures, is strikingly shown in these reproductions of 
culture plates. The lighter areas about the imbedded sutures 
represent zones of no bacterial growth, while the darker portions 
are masses of Staphylococcus colonies. It is evident that Kal- 
merid sutures exert in the tissues a far greater antiseptic action 
than do the usual iodized sutures.*-? 
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Method of Sterilization 


OTH Claustro-Thermal and the boilable grade of 
Kalmerid catgut, described on preceding page, 
are subjected to the same sterilizing procedure: the 
sealed tubes are submerged in a bath of cumol and 
there exposed for five hours to the rigorous tem- 
perature of 165° C. (329° F.).' It is obvious that 
sterility is absolutely assured. Rigid bacteriologic 
control is maintained. 


Hours 1 34567 8 9 101 12 13 14 15 16 17 18 19 

165% 6$°C. 
155% 
145% 293°F 
135% 7 275F 
125% 
159% 


Kalmerid Catgut— (Non-Boilable Grade) 
Extra Flexible 


HE NON-BOILABLE grade of Kalmerid catgut 
differs from the boilable variety described on 
the preceding page in that it possesses extreme 
flexibility—a characteristic sometimes desired by 
surgeons accustomed to the use of iodized catgut.’ 
It is impregnated with potassium-mercuric-iodide, 
and the sutures exert a local bactericidal action in 
the tissues, 

Potassium-mercuric-iodide is the double salt of 
iodine and mercury, the chemical formula of which 
is Hgl..2KI.° Through its use the serious disadvan- 
tages of iodized catgut—deterioration, irritation, 
and impaired tensile strength— have been overcome.* 
It is one of the most active germicides known, 
exerting a killing action on bacteria about ten times 
greater than that of iodine.*’ Physiologically it is 
bland and is entirely compatible with the tissues, 
not being precipitated by the proteins of the body 
fluids. 


VARIETIES OF THE NON-BOILABLE GRADE 
OF KALMERID CATGUT 
Each Tube Contains Approximately Sixty Inches 
Plain Catgut....... Non-Boilable Grade. ...No. 1405 
10-Day Chromic....Non-Boilable Grade....No. 1425 
20-Day Chromic....Non-Boilable Grade. ...No. 1445 
40-Day Chromic....Non-Boilable Grade....No. 1485 


Sizes: 000. 


In packages of twelve tubes of a kind and size 
List Price per dozen tubes (in U.S. A.).......... $3 


A wholesale discount of 25% is allowed on one gross 
or more ($27 net per gross); carriage paid 


Kalmerid Kangaroo Tendons 
Boilable and Non-Boilable 


ALMERID KANGAROO TENDONS aare the 
sutures par excellence for those procedures in 
which post-operative tension is excessive, or long 
continued apposition necessary, such as in herni- 
otomy, and in tendon and bone suturing. They are 
not only sterile, but, in addition, are impregnated 
with potassium-mercuric-iodide, as in Kalmerid cat- 
gut, which enables them to exert a local bactericidal 
action in the tissues.*4 

They are genuine kangaroo tendons; they are 
smooth, straight, of uniform contour, and possess 
a tensile strength about twice that of catgut. 

The tendons are chromicized, and so accurately 
is the process regulated that each size will maintain 
apposition in fascia or in tendon for approximately 
thirty days.* 

Kalmerid kangaroo tendons are prepared in two 
grades—boilable and non-boilable. The latter are 
extremely pliable.’ 


VARIETIES AND SIZES 
Non-Boilable are Product No. 370 
The Boilable are Product No. 380 
Each Tube Contains One Tendon 
Lengths Vary From 12 to 20 Inches 
STANDARD SIZES: 0...2...4...6...8 
Formerly termed extra fine, fine, medium, coarse 
and extra coarse, respectively 
In packages of twelve tubes of a kind and size 
List Price per dozen tubes (in U.S. A.).......... $3 


A wholesale discount of 25% is allowed on one gross 
or more ($27 net per gross); carriage paid 


THE PERMEATION OF KALMERID SUTURES BY POTASSIUM-MERCURIC-IODIDE 


The light shaded specimen is a cross section of a strand of 
plain Kalmerid catgut, highly magnified. 

The dark shaded specimen is a cross section of the same 
strand reacted upon by ammonium sulphid to precipitate the 
mercuric element. 

The uniform color throughout the section shows the thorough 
permeation by the potassium-mercuric-iodide, the equable dis- 
tribution of which assures a supply of this germicidal substance 
in the tissues until the suture is entirely absorbed. 


General Qualities 


HE SALIENT FEATURES of all varieties of 
D&G Sutures are compatibility with the tissues, 
perfect absorbability, maximum tensile strength, 


accuracy of sizes, flexibility, and absolute sterility. 
They are unaffected by age or light, or by extremes 
of climatic temperatures. 
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Unabsorbable Sutures 
Heat Sterilized After Closure of Tubes—Boilable 


Product Approximate Quantity Standard 
in Each Tube Sizes 
350. .Celluloid-Linen Thread. .60 Inches. . . .000, 00, 0 
$60. .Horsehai®....0..50<. 4 28-In. Sutures....... 00 
390..Plain Silkworm Gut.4 14-In. Sutures. . .00, 0,1 
400. . Black Silkworm Gut.4 14-In. Sutures. . .00, 0,1 
450.. White Twisted Silk... .60 In. . .000, 00, 0, 1, 2,3 
460..Black Twisted Silk....60 In.......... 000, 0, 2 
480.. White Braided Silk....60 In......... 00, 0, 2, 4 
490..Black Braided Silk....60 In........... 00, 1, 4 
In packages of twelve tubes of a kind and size 
List Price per dozen tubes (in U.S. A.).......... $3 


Wholesale discount of 25% allowed on gross or more; carriage paid 


Short Length Sutures 
Heat Sterilized After Closure of Tubes—Boilable 


Product Approximate Quantity Standard 
No. in Each Tube Sizes 
00, 0, 1, 2,3 
812..10-Day Chromic Catgut..20In..... 00, 0, 1, 2,3 
822. .20-Day Chromic Catgut..20In..... 00, 0, 1, 2,3 
862..Horsehair.......... 2 28-In. Sutures........ 00 
872.. Plain Silkworm Gut.2 14-In. Sutures......... 0 
882..White Twisted Silk...... ee 000, 0, 2 
In packages of twelve tubes of a kind and size 
List Price per dozen tubes (in U.S. A.)........ $1.50 


Wholesale discount of 25% allowed on gross or more; carriage paid 


Sutures With Needles 
Heat Sterilized After Closure of Tubes—Boilable 


Product Approximate Quantity Standard 
No. in Each Tube Sizes 
904. . Pini 00, 0, 1, 2,3 


914. .10-Day Chromic Catgut..20In..... 00, 0, 1, 2,3 
924. .20-Day Chromic Catgut..20In..... 00, 0,1, 2,3 


964..Horsehair.......... 2 28-In. Sutures........ 00 
974. . Plain Silkworm Gut.2 14-In. Sutures......... 0 
984..White Twisted Silk...... eee 000, 0, 2 


EMERGENCY NEEDLE 
For Skin, Muscle, or Tendon 


In packages of twelve tubes of a kind and size 
List Price per dozen tubes (in U.S. A.).......... $3 


Wholesale discount of 25% allowed on gross or more; carriage paid 


Obstetrical Sutures 
For Immediate Repair of Perineal Lacerations 


= Obstetrical Juture 
40 atgut 
-- uct 650 


Each tube contains two 28-inch sutures of 
40-day chromic catgut, size 3, one of which is 
threaded upon a large full-curved needle. 
Sterilized by the Claustro-Thermal method. 
Boilable. 


One tube in a package 
Product No. 650. List Price per tube.......... $ .35 


Wholesale discount of 25% allowed on gross or more; carriage paid 


Circumcision Sutures 
Heat Sterilized After Closure of Tubes—Boilable 


, Each tube contains a 30- 
i a inch suture of plain catgut, 
a size 00, threaded upon a 


small full-curved needle. 
In packages of twelve tubes 
Product No. 600. List Price per dozen tubes...... $3 


Wholesale discount of 25% allowed on gross or more; carriage paid 


Umbilical Tape 


specially woven flat tape one-eighth inch wide 
In packages of twelve tubes 


Product No. 892. List Price per dozen tubes... .$1.50 
Wholesale discount of 25% allowed on gross or more; carriage paid 


Standard Sizes For All Sutures 


000 ————————- JN conformity with the long 

Sa recognized need for a 
unified system of sizes, the 
standard scale of catgut sizes 
now embraces all sutures, in- 


————._ cluding kangaroo tendons, silk, 


OS 


horsehair, silkworm gut, and 
Pagenstecher’s celluloid-linen 
thread. 
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Davis & GECK Inc. 
NY. USA 


STANDARD PACKAGE 
Containing One Dozen Tubes of a Kind and Size 


Discount 
HE standard wholesale discount of 25% from list 
prices is accorded hospitals and surgeons on any 
quantity of sutures, of a kind or assorted, down to 
one gross. Under a gross the list prices are net, 

without discount. 
D&G sutures are sold by practically all of the re- 
sponsible dealers in surgical supplies, or may be ob- 
tained, carriage paid, direct from Davis & Geck, Ine. 


Private Printing Plant 
of 


Davis & GEcK, INC. 
Copyright 1922 
by Davis & Geck, Inc. 
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See the insert pages in this issue for full information as to products and prices 


DAVIS & GECK; Inc 
Surgical Sutures Exclusively 
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Self-Filling Syringe 
for Local Anesthesia 


Originated by 
DR. W. WAYNE BABCOCK 
PHILADELPHIA 


Employed by Dr. Babcock for continued local anesthesia that may involve up 
to maximum quantity of anesthetizing liquid. 

The self-filling feature permits the use of a very moderate-sized syringe which 
is manipulated with much greater ease than a large syringe and which brings 
into instantaneous and continuous use any quantity of the solution up to the 
capacity of the reservoir, even permitting the reservoir to be refilled without 
disturbing the continuous action. 


CHARLES LENTZ & SONS 
Since 18 
Manufacturers of Surgical Instruments 


33 South 17th Street PHILADELPHIA 


m——~ Every Surgeon Knows 


that satisfactory Operating-Room results 
4 depend largely upon no unnecessary delay 
in administering anes- 
thetics and no time lost in 
sponging. That’s why 
Mueller-built ether vapor- 
vacuum apparatus are 
now used in hundreds of 
hospitals. The Beck- 
Mueller and the new 
Mueller portable with 
universal motor have 
solved the problem suc- 
cessfully. 


Write for descriptive matter 


V. MUELLER & 
COMPANY 


Ogden Ave., Honore and Van Buren Sts. 


The Mueller Universal Ether Vapor and Vacuum CHICAGO 
Apparatus (Portable Model) 
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Gas Apparatus 


should deliver the anes- 
thetic mixture to the 
patient without respira- 
tory effect. 


The Heidbrink 


with controlled volume of 
flow delivers the desired 
dosage as required. 


Our new illustrated cat- 
alog tells the facts about 
gas machines. We have 
a copy for you. 


HEIDBRINK ComPANy 


Minneapolis Minnesota USA. | 
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SURGEONS 


Comfort, pleasure and usefulness in 
wearing Carnes Arms. 


A lady who is wearing two Carnes Arms 
writes,.““They are a great comfort. I can 
put the arms on or off, feed myself, write 
with both hands, open doors, carry bas- 
ket or suitcase, make beds, sort and put 
away clothes. I am learning to use the 
sewing machine and use a crochet needle, 
and, best of all, strangers do not notice 
my affliction. 


Illustrated, descriptive Catalog ‘‘C-23’’ 
sent on request 


CARNES ARTIFICIAL 
LIMB COMPANY 


904 East 12th Street KANSAS CITY, MO. 


An Invitation “Surgeon's 


WE invite any surgeon, considering 
the installation ofsterilizing equip- 
ment, to visit our factory. Go from one 
department to another, see first hand 
how our apparatus is built, watch the 
result of tests made before shipping, 
and then judge for himself whether or 
not we overestimate our claim that 
“AMERICAN” Sterilizers are the best 
and most efficient made. 

Our Surgeon’s Office Outfit—made in two sizes— 
consists of Dressing, Water and Instrument 
Sterilizers, with or without distilled water attach- 
ment, and can be arranged for electric, gas, steam 
or kerosene heat. Send for descriptive bulletin. 


If you have a sterilizing need there 
isan ‘‘AMERICAN’” to fill it 


AMERICAN STERILIZER 


COMPANY 
ERIE, PA. 
New York Office: Fifth Ave. Bidg., 200 Fifth Ave. 
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The Hoglund 
Improved Electro 
Universal Bone Surgery 
Instrument 


A complete instrument for any 
kind of bone surgery. 

Easily sterilized by ordinary 
boiling. 

Extremely simple to connect up 
and operate. 

Plenty of power in motor on 
either direct or alternating 
current. 

It is neat and compact in port- 


able case. Weight, 15 lbs. 
In Successful Use Since 1913 


For Descriptive Literature Apply to 


E. J. HOGLUND, M.D. 
30 N. Michigan Ave., Chicago 


Sold by leading Surgical Instru- 
ment dealers throughout 
Built on experience and mechanical perfection the United States 
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BARD-PARKER KNIFE 


Detachable Operating and Abscess Blades 


arp— 


Satisfaction Economy Convenience 


Your Dealer Can Supply 


BARD-PARKER CO., Inc. 37 East 28th St., New York 


S. S. White 
Non-Freezing Nitrous Oxid 
A New Triumph for Science 


T is moisture-free—will not ‘“‘freeze’’ and has no toxicant 
post-operative effects. Because it contains no water to 
freeze, it flows evenly at any established volume, responds 
instantly to any ratio change, without the use of lamps, hot 
towels or thermic devices. 
S. S. White Non-Freezing Nitrous-Oxid is surest for 
analgesia. Safest and most efficient for anesthesia in minor 
and major surgery. 


No Higher Cost to the User 


Write for copy of Catalog ‘‘R’’ describing 
S.S. White Gas Equipment 


Our Refilling Stations assure prompt deliveries 
through your dealer 


The S. S. White Dental Mfg: Co. 
“Since 1844 the Standard’’ 


Philadelphia 


New York Boston Chicago 
San Francisco Toronto 
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Adrenalin 
The Emergency Remedy 


MS carnigetl years ago the chemical for- the Materia Medica side by side with 
mula for Adrenalin was worked out such indispensable remedies as digitalis 
by our research chemists. That discovery and quinine. 

alone assured the renascence of endo- 


crinology—this time as a serious scientific Adrenalin is essentially an emergency 


drug, and its main indications are in the 


study. 
treatment of shock, hemorrhage, and the 
More thought and work and expense paroxysm of asthma. It is used advantage- 
have been lavished on determining the ously in connection with local anesthetics. 
exact pharmacology of Adrenalin than Its unfailing action forms the basis for cer- 


tain diagnostic procedures, such as the 
Goetsch test and the test for adrenal 
hypersensitiveness. 


on any of the other hormones. 


Today Adrenalin is entrenched in 


Parke, Davis & Company 
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The New Castle Sterilizer 


Heat shuts off when raised area is exposed 


The new Castle cut-off operates 


There is no thermostatic metal 
—nothing to adjust. 


Current shuts off while there 
is yet water. 


Your instruments are protected. 


without fuse pins. 


Switch and arm that break current — 


Without 


Fuse Pins 


Water always remains at sides 


Let the new Castle be a Christmas present to yourself 


WILMOT CASTLE COMPANY, 1157 University Ave., Rochester, ™ ws 


Makers of the only complete line of Medical, Dental and Surgical Sterilizers 
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Colorado's Greatest astin 


APPLICATORS SERVICE, 


“The Mark of a Complete and Careful Radium Therapeutic Service 


CONSIDER RADIUM 


These Statements Merit Careful Thought 


“‘At present, radium is undoubtedly the greatest single agent at our 
disposal in combating cancer.” 


Dovuctas Quick, M.B. (Tor.) 
Attending Surgeon, Memorial Hospital, New York City. 
The American Journal of Roentgenology. 


“Chronic Metritis. This peculiarly intractable condition, which so 
often defies all measures short of surgical interference, often responds 
in the most gratifying fashion to radium therapy, and the operation 
of hysterectomy is averted.” 


A. E. Haywarp Pincu, F.R.C.S. 


Medical Superintendent, The Radium Institute, London. 
Report of the Radium Institute. 


‘The wave of opinion today among scientific research workers, is 
that toxic goiter is not a surgical disease. After some years of 
experience and the assurance of my co-workers, I have arrived at 
the conclusion that radium is the treatment of choice.” 


R. E. Loucks, M.D., F.T.M.C. 
Detroit, Mich. 
The American Journal of Roentgenology. 


If you are interested in these quotations and desire 
further information communicate with our Medical 


Department. 


THE RADIUM COMPANY OF COLORADO 


RADIUM BUILDING, DENVER, U. S. A. 


Branch Offices 
SAN FRANCISCO CHICAGO NEW YORK 
582 MARKET ST. 853 PEOPLES GAS BLDG. 244 MADISON AVE. 
PARIS 


118 AVENUE DES CHAMPS ELYSEES 
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THE 


LINE 


TRADE MARK 


OHIO Mobile Pedestal Operating Table No. 2 
Reverse Trendelenburg Tilted — Right Hand 


GOITRE POSITION 
The reverse Trendelenburg position Tilted 
Right Hand shown in illustration above 
is ideal for goitre work. 
In this position the patient is inclined 
towards the surgeon so that the surgeon 
may operate by standing in an upright 
comfortable position, without physical 
strain and without touching any part of 
the Table. 
Surgeons generally will welcome positions 
of this character. 
The Ohio is the only operating table, 
so far known, that provides for modifi- 
cations of Horizontal, Trendelenbur: 
Semi-Trendelenburg and Reverse Trend. 
elenburg positions by tilting to any angle. 


The Ohio also has a strong base with 
unusually wide spread, which absolutely 
prevents tipping over, and is full 72 
inches in length not including headrest. 


A full investigation of the merits of this 
unusual table should be made by every 
surgeon. 


The Ohio No. 2 is mounted on Cast 
Porcelain Base and equipped with special 
combination ball-bearing and cone-bear- 
ing casters. Top of Polished Monel 
Metal which will not rust or corrode. 
Table elevated to 41” by hydraulic lift. 
All controls at head of table in easy 
reach of anaesthetist. Table rotated to 
any field of vision. Complete with all 
attachments. Write for catalog. 


(Patents Pending on Above Table) 


FABRICATED EXCLUSIVELY BY 


F.O.SCHOEDINGER 


Manufacturer of Aseptic Metal Hospital and Surgical Furniture 
Successor to 


THE COLUMBUS ASEPTIC FURNITURE CO. 


Columbus, Ohio 


U.S.A. 
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| B-D PIRODUCTS 


Made for the Profession 


Syringes 


ABSOLUTELY ACCURATE 


YALE Needles 


ALWAYS FIT 


Genuine When Marked B-D 


BECTON, DICKINSON & CoO. 


RUTHERFORD, N. J. 


Makers of Genuine Luer Syringes, Yale Quality Needles, B-D Thermometers, 
| Ace Bandages, Asepto Syringes, Sphygmomanometers and Spinal Manometers 


; 
YALE | { | 
HYPODERMIC NEEDLES $ | 
BVERY ONE TESTED AND GUARANTEED i ts 
Length Assorted Gauge | 
@EcTon, DICKINSON & Co., ae | 
RUTHERFORD, | 


3. Comparison of Ores 


T 


Our Service 


An immediately available supply of 
standard radium tubes, needles and 

laques, under seal of the United States 
Bureau of Standards; quality guaranteed 
by the Standard Chemical Company, 
the pioneer American and world’s larg- 
est producer of radium. 


Necessary instruments and screens for 
—_ handling and application of 
radium. 


A. comprehensive and scientific course 
of instruction in the physics and ther- 
apeutic use of radium. 


A loose-leaf Compendium of Abstracts 
technicand results of radium treatment, 
with supplements as issued. 


* RADIUM "—a quarterly journal, the 
oldest publication devoted exclusively 
to the therapeutics of radium. 


Complete installations of the latest 
apparatus for the collection, ifica- 
tion, tubingand measurement of radium 
emanation. 


Medical and technical experts always 
available for conference or for advice 
etter. 


Skilled assistance in seeking lost radium. 


HE European pitchblende ores with which 
Madame Curie worked yielded about one gram 
of Radium to every five or six tons. In the case of 


our Colorado-Utah ore, 
(Carnotite) 400to s00tons 
are required to produce 
a gram of Radium and to 
secure this amount of mill- 
ing ore, it is necessary to 
hand-sort it from several 
thousand tons of worth- 


less material. 


In spite of this apparent 
handicap the Standard 
Chemical Co. has led the 
world in the production of 
Radium, being the pioneer 


American and world’s 


Pittsburgh 


TON NEW YORK 


BO 
LITTLE BUILDING 501 FIFTH AVENUE 


CHICAGO 
PARSHALL 


FIELD ANNEX BLOG. 


largest producer. 


Radium Chemical Co. 


SAN FRANCISCO 
FLOOD BUILDING 
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JUST READY 
Labat’s Regional Anesthesia 


ITS TECHNIC AND CLINICAL APPLICATION 


4 | AMHIS is a magnificent work — One of 
noteworthy for lucidity of style, the 315 
beauty and instructiveness of handsome 

its original illustrations, of which there illustrations 

are 315. (greatly 
reduced 


The object of the work is to afford 
the opportunity of acquiring rapidly a : 
practical knowledge of regional anes- : Incision 
thesia and to teach the reader how to Zag : ae 
apply the method successfully in the 
operating room. 

The work throughout is the expres- 
sion of the author’s personal experience 
with many thousands of cases. It gives, 
as its title states, the technic of regional 
anesthesia, and its clinical application. 
It is not theory; it is not a historic review — but 
a detailed description of methods and their appli- 
cation in surgery of the human. 

The different segments of the body are studied 
from the viewpoint of anesthesia. Each technical 
description is preced«. by a short review of the — Field block by infiltration along the sides 
anatomy of the region, with special reference to the extremities of theintendnd line aint 
nerve distribution. Indications are given as to “sion. The drrows indicate the directions 
the type of operation permissible, but the choice of : ; 
operation is left to the judgment of the operator. Special chapters are devoted to 
operations on the eye, ear, nose, throat and teeth, and to genito-urinary work. 
Spinal anesthesia is given a separate chapter because it results from a procedure 
totally distinct from the rest. Intraspinal novocainization is the technic described. 
The illustrations are truly handsome. They are original. 


in size) 


By Gaston LaBat, M.D., formerly Special Lecturer on Regional Anesthesia, The Mayo 


Foundation, University of Minnesota. With an Introduction by Wm. J. Mayo, M.D. Octavo of 
496 pages, with 315 original illustrations, some in colors. 


ADD YOUR NAME TO THIS ORDER FORM AND MAIL TODAY 


W. B. SAUNDERS COMPANY, West Washington Sq., Phila. 
Please send me the books checked (Vv), charging the amount to my account. 


Labat’s Regional Anesthesia.................-- Ready November 20. 
Ewing’s Neoplastic Diseases.................22-0+. $12.00 (55s.) net 
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‘‘Dressler Modification”’ 


The only American-made Polygraph 
with three tambours to permit three 


‘*Ready Set Up’’—always in- 


New American Model 


Dr. MacKenzie’s 
Ink Polygraph 


simultaneous tracings. 


stalled for immediate use 


For 


ic records of the circulation for the detection of omnis | in 


m, conduction and contracting power of the heart 


Distinct Advantages: 


It is a substantial and practical ‘machine’ as 
compared with the “‘toy- ike” construction of any 
other. 

Every part is of American manufacture, easily 
replaceable at minimum cost. 

“Ready Set Up,” ready for use without any loss of 


time 

Three tambours, the <efore, three simultaneous 
tracings. 

Fine adjustment of tambours or pen levers, 
respectively, by micrometer screw. 


Write for Pamphlet No. R-169 
which contains complete descrip- 
tion and directions. 


Manufactured by 


‘for prom 
Fauip ing complete 
is our Ity ;ourimportService 
8 reliable and through our con- 
nection, one of Economy. Esti- 


60 East 10th Street mates are rendered promptly. 


6. Pen levers are balanced by torsion spring device. 


The required tension of the torsion spring is 
facilitated by a sensitive screw adjustment. 


7. The new torsion spring device renders tracings 


“clear-cut” and “wideswung”; whereby the 
records show more details than with any other 
apparatus. 


8. Recording pens are of improved pattern and write 


unfailingly. 


9. Movements of the paper feed and time-ticker run 


five times longer than others, avoiding rewind- 
ing during tracings. 


10. Rigid construction prevents vibration, records are 


without trembling lines. 
After the detection of murmur or irregularity in the 
action of the heart and applying this polygraph, 
thorough knowledge of the existing conditions 
can readily be gained from the tracings. 


AN IMPROVED NEEDLE FORCEPS 


For Further Detailed Information, Write for Our Circular 


SHARP & SMITH 


Manufacturers and Exporters of High Grade Surgical Instruments and Hospital Supplies 


65 E. LAKE STREET, CHICAGO, ILL. 
Between Wabash Ave. and Michigan Blvd. 


Established 1844 


by 
EMMET A. PRINTY, M.D., Chicago 


The forceps were originally made 
to use with straight needles, when 
doing gastro- intestinal suturing, 
but they can also be used to hold 
curved needles, especially when su- 
turing the skin. It can be kept on 
the thumb ready for instant use and 
does not have to be laid aside when 
tying suturing. In pulling the su- 
ture taut the thread should be 
grasped between the middle and 
ring fingers to prevent pulling out 
the needle. It may be used by the 
assistant as a needle puller. 


PRICE $3.75 


Incorporated 1904 
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OPERATING TABLE 


DESIGNED BY DR. GEO. GRAY WARD 
For the New York Women’s and Fifth Ave. Hospitals 


S-1041 


Left 
S-1041 


The Table of Distinct Advantages 


One hand wheel operated by the anesthetist controls the adjustment to various posi- 
tions. Table affords an extreme Trendelenburg, the foot end automatically adjusting 
itself to the bend of the knees. Top is adjustable in height from 33 to 38 inches, elim- 
inating tiresome stooping. All adjustments made quickly and smoothly. Steel worm 
gears automatically secure the top in any desired position. The top is of genuine 
MONEL nickel, will not chip or break, and is recessed to afford accessibility for instru- 
mentation. Kidney bridge is adjustable to any location. 


S-1041—Table equipped with rotating sockets, facilitating S-1045—Same table equipped with clamp sockets, heel 
adjustment of knee crutches to any angle antero-pos- stirrups, and leg holders in place of knee crutches. Price, 


teriorly. Price, net, $608.50. net, $580.50. 
Tue Kny-ScHEERER Corp’N OF AMERICA 
56-58 West 23rd Street NEW YORK 
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Announcing 


A New Gasometer for 
Determining 


BASAL METABOLISM 


Price $250.00 
The COLLINS 


‘““CHAIN-COMPENSATED”’ 


GASOMETER 


Offers These Exclusive Features: 


Automatic and very sensitive 
compensation of the bell in all 
positions by means of chain pass- 
ing over wheel to counterpoise 
weight. No syphon. No eccentric 
wheel. 


Mouth-breathing attachment, 
similar to that used on the Bene- 
dict closed circuit apparatus, is 
standard equipment with this 
Gasometer. 


The pulley standard is easily tele- 
scoped when the apparatus is not 
in use, making the total height 
only 56 inches. 


Designed and Manufactured 
Solely by 


WARREN E. COLLINS 


Specialist in Metabolism Apparatus 
Huntington Ave, Boston, Mass. 


reliable 


Gwathmey Apparatus 


Latest Model No. 66 


A Complete Hospital Outfit for 
Gas-Oxygen and Ether Anesthesia 


Made by 
THE FOREGGER COMPANY, INC. 


47 W. 42ND ST., N.Y. 
™ be yan Feed is the most practical means to oblain and maintain the 
red anesthetic condition. It is of any momenta visible proof of the 
aoa the gases in omounts you set. 
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H 


EYE-EAR- NOSE 


FITS LIKE AN OLD HAT 
THE HOOD HEATLESS HEAD LAMP 


The Hood Head Lamp is cool, comfortable, delivering a 
maximum of clear, shadow-free light just where wanted. Soft, 
pliable head band, well padded at forehead, fitted with slide 
buckle, making it comfortable and easily adjustable. Brilliant 

| polished reflector with special air-cooled Mazda bulb eliminates 
Frank S. Betz Co. | heating, and shadows. Light and cord detachable from head 
HAMMOND, INDIANA * band, which may be conveniently used with a head mirror or 


¥ ‘hi . 
wer sats: binocular loupe. 


The Hood Head Lamp is but one of many special features 
of the new Betzco Eye, Ear, Nose and Throat catalog. Partic- 
ularly interesting are the newsections containing a represent- 
Send @ Card ative line of Chevalier Jackson instruments; electrically 
for this Book lighted instruments of the Electro Surgical Instrument Co.; 

Dept. SG. new ophthalmic apparatus; equipment, newly designed. This 
complete book is sent you for the asking. 


ADDRESS DEPT. SG. 


FRANK S. BETZ COMPANY 


NEW YORK CHICAGO 
6-8 West 48th St. HAMMOND, INDIANA 30 E. Randolph St. 


Crane-Savenay Abduction Splint 


Made Universally Adjustable 


Pervious to X-Ray 
Made of 
Pierce-Alloy Metal 
Durable as Steel, 
Light as Aluminum, 


@ 


Insures Maximum 
Comfort to Patient 


HARVEY R. PIERCE COMPANY 


128 So. 19th St. 3022 Jenkins Arcade 
Philadelphia Pittsburgh 
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ARSPHENAMINE — NEOARSPHENAMINE 


From the Dermatological Research Laboratories 


HE products, equipment and good will of The Dermatological Research 

Laboratories of Philadelphia have been purchased by The Abbott Labora- 
tories of Chicago. The favorably known “D. R. I.” brands of arsphenamine 
and neoarsphenamine are now manufactured in Philadelphia by The Abbott 
Laboratories. 


They are made in laboratories especially equipped for and devoted exclusively to 
the manufacture of the arsphenamine preparations, by especially trained chemists 
and their helpers, working under the able direction of Dr. George W. Raiziss. 
Before being released to the medical profession, every lot is rigidly tested upon 
animals to determine beyond a doubt that it conforms to government standards, 
and after further tests approved by the U. S. Public Health Laboratories, 
Washington. 

The same precise and convenient packages so favorably known to the medical 
profession are available as formerly, either through your distributor, pharmacist, 
or direct. Orders will be filled promptly from The Dermatological Research 
Laboratories, Philadelphia, or from our home office, branches or distributors. 


THE ABBOTT LABORATORIES 
EXECUTIVE OFFICES: 4739 Ravenswood Ave., CHICAGO 


BRANCHES 
New York San Francisco Seattle Toronto 
PRODUCTION LABORATORIES 
Chicago North Chicago Philadelphia 


THE DERMATOLOGICAL RESEARCH LABORATORIES 


a 1720-1722 Lombard St., Philadelphia 
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JUST PUBLISHED 
Greene’s Medical Diagnosis 


5th Revised Edition 637 Illustrations 
14 Colored Plates Cloth $12.00 


By CHARLES LYMAN GREENE, M. D. (St. Paul) 


Every section has been expanded by important additions and no effort spared to make the present 
volume a thoroughly practical and up-to-date treatise upon medical diagnosis. 


The means of early and accurate diagnosis now available to the physician are further emphasized. 


This has involved not only an amplification of those sections dealing specifically with etiology and 
clinical technic, but also a more extended reference to and discussion of the adoption of better stan- 
dards and more helpful view point. 


Among the many additions to the text, is the discussion of “influenza” and the interesting and unique 
radiograms of Dr. Hunter Selby, illustrating the development and course of that “hemorrhagic pneu- 
monitis ” which gave to the epidemic of 1919 its terrific mortality. 


The “Symptom Index” incorporated in this Edition must greatly increase the usefulness of the volume. 
seee eee eee eee eee ee eee es ON APPROVAL ORDER ee eee ee eee ee eee 


Please send me for 10 days’ examination, GREENE’S New Medical Diagnosis. I will remit in 
30 days if I keep the book. 


P. BLAKISTON’S SON & CO. 
1012 Walnut Street PHILADELPHIA 
Crossen’s (5th Revised Edition) 


Diseases of Women 


By HARRY S. CROSSEN, M.D., F.A.C.S., Associate in Gynecology, Wash- 
ington University Medical School and Associate Gynecologist to Barnes 

Hospital; Gynecologist to St. Luke’s, St. Louis Maternity,and Bethesda 4 
Hospitals, St. Louis 


1037 pages, 6°{ x 10, over 935 illustrations, one color plate. Fifth edition 
completely revised and reset. Price, cloth.............00sceeeeeeeesees $10.00 


Practically a New Book 


No book on gynecology has made more friends among the medi- 
cal profession than Crossen. It’s increasing popularity is ample 
evidence of this. The new 5th Edition is an entire new book. It 
has been completely reset and thoroughly revised. About 400 
new illustrations have been added, making a total now of 935 
cuts. No other book on gynecology is so richly illustrated. In 
arrangement, illustrations, and methods of diagnosis and treat- 
ment recommended, it has proved to be all that is required of a 
textbook. In this new edition the important advances in X-Ray 
diagnosis and radium therapy, and endocrinology as related to 
gynecologic conditions, are given in detail. Special emphasis has 


been given to pathology, both in text and in illustrations. 


Ag 


Send m 
If you do not have the second edition of Crossen’s “Operative Gynecology”, Ag of the fil ch edition 
let us send you a copy for examination. It contains 725 pages, with 830 beauti- f\ of Crossen’s “ Diseases 
Mosby Co., Medical Publishers Name 
508 North Grand Boulevard St. Louis, Mo. 


(SGo) 


Send for circulars of surgical books 
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or just a pair of gloves for your money? 
The difference is in the number of times you can 
wear them and the satisfaction you get. 
When you buy KINNEY’S Surgeon’s Gloves 
you are sure of value for what you pay. Perfect 
fit and repeated sterilizations “———. 
pair 6 pair 12 pair 
Medium weight plain, sizes 6 to 10..... rtp 20 $3.25 $ 6.00 
Medium weight pebbl ied, sizes 644 to 10. 1.40 3.90 7.00 
Heavy weight plain, sizes 7 to RE 1.50 4.25 8.00 
Extra heavy weight plain, sizes 7 to9.. 2.00 5.50 10.00 
Obstetrical Gloves (20 in.) sizes 7, 7%, 
prepaid on receipt of pricein U. S. A. 
NOTE — te im and Clinics, let us quote you on lots of 
six or twelve dozen 
Catalog of Supplies sent on request 


L. T. KINNEY & CO. 
506 N. Dearborn St. Chicago, Ill. 


Frank Edw. Simpson 
Radium Institute 


1604 Mallers Bldg., 59 East Madison St. 
Cor. Wabash Avenue 


Telephone Randolph 5794 


CHICAGO 


Dr. Frank Epw. Simpson 


E desire to confer and co- 

operate with physicians and 
surgeons, assuring them adequate 
amounts of Radium or Radium 
Emanation to meet the require- 
ments of patients referred to us. 


Your inquiry or request for specific in- 
formation on any point will be welcome 


The 


Director 


mw STORM 


Binder & Abdominal Supporter 


(Patented) 


Adapted to use of men, women and children, 
for any purpose for which an abdominal sup- 
porter is needed: High and Low Operations, 
Ptosis, Pregnancy, Obesity, Hernia, Re- 
laxed Sacro-Iliac Articulations, Floating 
Kidneys, etc. 


Folder on request — with prices, materials 
and phystelana’ testimonials 


Mail Orders filled at Philadelphia—within 24 hours 
Katherine L. Storm, M.D. 


Originator, Patentee, Sole Owner and Maker 
1701 Diamond Street, Philadelphia 


THIRD EDITION. Pp. xxviiit+660. With 
7 Colored Plates and 392 Other Illustrations 


Principles 
of Gynecology 


W. BLAIR BELL, B.S., M.D. 


Gynecological Surgeon, Royal In- 
firmary, Liverpool; Lecturer and 
Examiner in Clinical Gynecology 
in the University of Liverpool. 
Sometime Examiner in Gynecology 
and Obstetrics to the Royal Col- 
leges of Physicians and Surgeons, 
England, and to the Universities 
of Durham and Belfast; Arris and 
Lecturer, and Hunterian 
Professor, Royal College of Sur- 
geons, England. 


Gale 


London - 
New York 
Toronto - 


By 


- Bailliere, Tindall & Cox 
- + William Wood & Co. 
- - The Macmillan Co. 
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NEW SURGICAL BOOKS 


ELY—INFLAMATION IN BONES AND JOINTS 


A distinctly personal book, based on the results of original research and the work in the 
pathological laboratory and the co-relation of this work with clinical findings—in eight 
sections. 


GENERAL CONSIDERATIONS; ACUTE OSTEOMYELITIS AND ARTHRITIS 


Acute Suppurative Haematogenous Osteomyelitis and Arthritis; Suppurative Osteomyelitis following 
Compound Fracture; Typhoid and Gonococcic Osteomyelitis and Arthritis; Acute Inflammatory Rheu- 
matism; Intermittent Synovitis; Traumatic Arthritis; Suppurative Arthritis from Wounds; Haemophiliac 
Joints. 


CHRONIC OSTEOMYELITIS 

Phosphorus Necrosis; Syphilis; Chronic Osteomyelitis of Unknown Origin; Paget’s Deforming Osteo- 
myelitis, Ostitis Deformans, Leontiasis Ossea, Osteomyelitis Fibrosa, Pulmonary Hypertrophic Osteo- 
arthropathy; Rickets. 


CHRONIC ARTHRITIS 
The Two Great Types. Joint Tuberculosis in General. 


TUBERCULOSIS OF SPECIAL JOINTS 
The Spine; the Hip; the Knee; the Ankle and Tarsus; the Shoulder; the Elbow; the Wrist; the Sacro-iliac 
Joint; the Fingers and Toes. 


OTHER FORMS OF ARTHRITIS OF THE FIRST GREAT TYPE OR GROUP 

Coccidioidal Granuloma; Chronic Diplostreptococcic Arthritis; Chronic Progressive Multiple Arthritis; 
Still’s Disease. 

THE SECOND GREAT TYPE OF CHRONIC ARTHRITIS; ARTHRITIS CAUSED BY DEVELOP- 
MENTAL ABNORMALITIES 


Legg’s Disease, Perthes’ Disease, Arthritis Deformans Juvenile; Joint Mouse, Loose Bodies on the Joint, 
Osteochondritis Dissecans; Koehler’s Disease; Osgood-Schlatter Disease. By LEONARD W. ELY of 
The Stanford University. 426 pages, 144 illustrations, $6.00. 


HOWARD—THE PRACTICE OF SURGERY 


This is a practice of surgery, covering the subject as taught and practiced at the celebrated 
London Hospital. It is a complete and thoroughly practical volume, and when we point 
out that the first edition was published in 1914 and that three have been required right 
through the period of the war, its practicability and usefulness can be instantly appreciated. 
By RUSSELL HOWARD, Surgeon of the London Hospital Medical College. 1275 pages, 8 
colored plates, 542 text illustrations, third edition, $7.00. 


FLAGG—ANAESTHESIA 


New third edition of this celebrated work which is in a class by itself. There is a definiteness 
of arrangement, a clearness of exposition and a critical selection of data, that gives it its 
place as a complete working text-book on Anaesthesia. By PALUEL J. FLAGG, Lecturer in 
Anaesthesia, College of Physicians and Surgeons, New York. 371 pages, 136 illustrations, 
third edition, $4.50. 


OSTERHOUT—INJURY, RECOVERY AND DEATH, IN RELATION 
TO CONDUCTIVITY AND PERMEABILITY 


This volume treats certain aspects of biology according to the spirit and methods of the 
exact sciences; confined to certain fundamental problems, which have been studied quanti- 
tatively. These studies lead to a theory of some aspects of injury, recovery and death. 
The behavior of the organism in these respects may be predicted with a satisfactory degree 
of accuracy by means of the equations which express the theory in mathematical form. 
By W. J. V. OSTERHOUT, Harvard University. Crown octavo, 259 pages, 96 illustrations, 
$2.50. 


PEARL—THE BIOLOGY OF DEATH 


This work brings together under a unified viewpoint, the more important contributions, to 
our knowledge of natural death, from three widely scattered sources—General Biology, 
Experimental Biology, and Statistical and Actuarial Science. By RAYMOND PEARL of 
Johns Hopkins University. Crown octavo, 275 pages, 64 illustrations, $2.50. 


J. B. LIPPINCOTT COMPANY 


LONDON: Since 1875 PHILADELPHIA: Since 1792 MONTREAL: Since 1897 
16 John St., Adelphi East Washington Square Unity Building 
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Which Books Were Bought at Boston? 


Whether you were able to attend the Annual 
Clinical Congress of Surgeons at Boston or not 
it will be a valuable guide to you to know just 
which of our books were most largely purchased 
by those who carefully examined our exhibit. 
You need some of them. 

lirst favorite was the forthcoming Text-Book 
of Orthopedic Surgery by Sir Robert Jones and 
Dr. Robert Lovett. Only a few pages could be 
shown but it was realized that every man doing 
orthopedics will need it and advance orders 
poured in. Interest was also large in ‘Prof. 
Lejars’ Urgent Surgery, of which a new (third) 
English edition will be ready soon. 

Many ordered the new third edition of de 
Quervain’s Clinical Surgical Diagnosis ($14.00), 
and others Taylor’s Operative Surgery ($10.00), a 
work which is not new but has wonderful detailed 
illustrations. Both men were remembered as 
guests at the Philadelphia meeting. 

Our most famous surgical work Doyen’s Surgi- 
cal Therapeutics and Operative Technique had 
many friends present who recommended it to 
others, with enthusiasm. The special price of 
$30.00 for the three large volumes with their 
2,975 engravings was appreciated. Another work 
which many brought friends to see and urged 


them to secure was French’s Index of Differential 
Diagnosis ($12.00). “A Godsend to the profes 
sion” as one said. The new edition of Groves’ 
Fractures ($8.00) and his Synopsis of Surgery 
($4.50) were in great demand, both being ex 
ceedingly practical works; the latter received 
much commendation as a time-saver. 

Jellett and Madill’s Manual of Midwifery 
($10.00) was the favorite with obstetricians 
present. Bell’s Principles of Gynecology had 
numerous purchasers, and many asked for 
Kerr and Ferguson’s Text-Book of Obstetrics and 
Gynecology which is in preparation. Few inter- 
ested in those subjects could resist investing in 
Laurens’ Oto-Rhino-Laryngology ($4.50). To 
others Luys’ Textbook on Gonorrhea ($6.50) 
proved indispensable. Some hastened to secure 
Hippocrates ($5.00) as one of the natural founda- 
tions of a medical library, and more still decided 
that a new and up-to-date medical dictionary 
was a fundamental necessity and that Stedman’s 
new seventh edition ($7.00) filled the bill. 


These brief indications of the judgment of the 
hundreds of surgeons who examined our books 
surely suggest that you need some of these same 
volumes. Send in your order or ask for details. 


William Wood & Co. - 51 Fifth Ave. - New York 


rol 


request. 


500 Sherman Street 


Buying for the Future 


N executing the original order of the 

American College of Surgeons for Hospital 
Case Records, the paper stock was specially 
selected by the Faithorn Company to insure 
the greatest degree of permanency. 

Unless the Case Records in your hospital are inscribed upon a 
paper of similar texture to insure permanency, the value of your efforts 
and the efforts of your staff to maintain a record must be discounted. 

It has been suggested that any Hospital or Surgeon requiring 
assistance in the selection of paper stock might with advantage avail 
themselves of the offerings of the Faithorn Company. 

One of each of twenty Case Records together with a Filing Folder 
will be mailed anywhere with our compliments immediately upon 


THE FAITHORN COMPANY 
Publishers of Approved Hospital Record Forms 


Chicago, III. 
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Oxford Books on Surgery 


I. may learn from today’s masters in surgery in two ways: 

By seeing them actually at work in clinics, or by reading 
the books they write. Comparatively few can profit by the 
former method, but everyone may, in the privacy and comfort 
of his own study, keep in touch with what the leaders in 
surgery are doing. 


Kerr, J. M. Munro 


Asuny & Wricut, Revised by AsuBy, 
Clinical and Operative Gynecology $15. 00 


Hucu T., & Roperts, CHARLES 


Diseases of Children, Medical and Keynes. GEOFFREY 


Surgical... $12.50 Blood Transfusion ........ 3.00 
ATSON KirKPATRICK, HENRY 
Cataract and Its Treatment... ... 3.20 
Davis, HALDIN 
Skin Diseases in General Practice. 7.50 af 215 
Eriuiotr, R.H. Mavyou, M. STEPHEN 
The Care of Eye Cases.......... 3.85 Diseases of the Eve........ 3.2 
Evuiorr, R. H. Power, D’Arcy 
reatise on Glaucoma........... 8.00 Practitioner’s Surgery. 3 Vols 
Exuiorr, R. H. 20.00 
Tropical Ophthalmology 9.50 RAMSAY, A. MAITLAND 
FATRBAIRN, JOHN S. Clinical Ophthalmology . 13.00 
Obstetrics and Gynecology...... 17.00 Srizes, Str Harortp J., anp For- 
FinpLay, LEONARD RESTER-BRown, M. F. 
Syphilis in Childhood............ 2.60 
Plastic Surgery of the Face...... 12.00 
. Manual of Surgery. 3 Vols. Per 
Harrison, L. W. 3.80 
Venereal Diseases in General Tomson, ALEXIS, AND Mites, A. 
6.50 
Operative Surgery............... 3.80 
ONES, SIR ROBERT 
Manual ol Orthopedic Surgery. 
ARTHUR Oxrorv Loose-Leaf Surgery 
Menders of the Maimed re ae 4. 75 5 Volumes, Per Set $60.00 
Ker, CLaupE BucHANAN The International pneu is kept perpetually 
Infectious Diseases.............. 13.00 


DETACH HERE ee ee see eee ee eee ee 


Oxrorp University Press, AMERICAN BRANCH 


35 WEST THIRTY-SECOND STREET, NEW YORK 


Dear Sirs: Please send me the following: 


Name 


City — 


State 
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GASTROENTEROSTOMY 
Catgut sutures are now demanded exclusively for all their ger work bs of the most 
es foe _ advanced stomach surgeons who some time ago discarded silk, , etc., for inner row and © : 
em rat ( _ recently for the outer rows as well, because the contamination of a permanent suture with stomach | 4 
5 RE Ee - contents of high acidity means a new ulcer. Hence the introduction of this special catgut extra tanned — 
oe Se _ to resist digestion until the healing is complete, ordinary gut being absorbed too early for safety if used — ii 
alone. Dulox Needles are swedged on and cannot become detached. This combination makes a 
ready appeal to the operator who appreciates techical requirements. 
' 5 by a continuous Lembert suture Extra Tanned — Extra Tanned Catgut with two Dulox Needles has é 
Cate Theotterrow _ been tied at the middle of the inner suture row 
at the corners” bas been accom- outer row has been half completed in 
? plished with the wound wide open, since two __ front by using the needle and Catgut which 
e needles workingin opposite directionswereused. = were dropped after the two viscera had been 
The inner row willbe completedinthe simplest sewn together in 
manner by introducing afew more stitchesand 
tying the two ends of the strand together infront. 
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What are YOUR answers to these questions as read 
before The National Dental Association? 


(Replies addressed to Educational Dept., Colgate -& Co., 
199 Fulton St., New York City, will be appreciated) 

1. Can a dentifrice, be it powder, or liquid, destroy the harmful germs to be found in the 
mouth and not injure the teeth themselves? 
Can any dentifrice do more than cleanse the teeth and mouth? 
In view of the fact that a normal mouth is either neutral or slightly alkaline, and that acids 
injure the enamel, should or should not a suitable dentifrice be either neutral or slightly 
alkaline and thus in harmony with nature, rather than acid, which must necessarily act as a 
counter-irritant? 


The doctor who read the paper went so far as to say: 
‘‘No one who has spent his life in such a splendid profession as that of dentistry can fail to note 
with alarm the adoption by the profession of some fad which all of his experience convinces him is 
bad for the patient. 


** * * ** * 


Among thoughtful dentists Colgate’s Ribbon Dental Cream stands jn 


high favor because 
1. It is safe to use every day. 
2. Its advertising carries the statement ‘ ‘Colgate's s cleans the teeth thoroughly, no dentifrice can 


do more. 
3. Its mild alkalinity, nearly neutral, approximates that of the normal saliva. 


To sum up: COLGATE’S Cleans Teeth The Right Way 


Truth in advertising implies honesty in manufacture 


THE KROMAYER LAMP 


We Exhibited at the Clinical Congress in Boston. Space Number 50. 

HE use of the Kromayer 
ee as a modality in treat- 

ing many different diseases is 
fast coming into prominence. This 
lamp is a producer of the most in- 
tense ultra-violet ray known and is 
an instrument of precision and 
adaptability for administering 
quartz light therapy. 


We will be pleased to send you 
some very interesting literature 
on this subject upon request for 
booklet ‘‘V.”’ 


HANOVIA CHEMICAL 
& MFG. CO. 
New Jersey R. R. Ave. 
Newark New Jersey 
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HE DupleXray embodies 

he fe an even fuller extent the 
f Reliability and Ease of Oper- 

ation which have characterized 


JUL Motor: Drive Ja Table Engeln X-Ray Installations since 


their introduction. 

Ve “ This highly developed and complete 

~ X-Ray apparatus is featured with a 
special control which permits the 
operator to change from Fluoroscopy 
to Radiography during his Fluoro- 
scopic examination and back to Flu- 
oroscopy without moving the patient. 


A very important part of the Du- 

leXray is the K-K Motor-drive Tilt 
able which moves automatically to 
any desired position from the Vertical 
to the Trendelenburg. 


$1750.00, Complete 


Write Us for a Detailed Description 


ee ee eee ee eee 
The Engeln Electric Company 
4631 Euclid Ave., Cleveland, Ohio 


Please send me further information 
on the DupleXray. 


WAPPLER L 


Cystoscopes and OVER TWENTY-FIVE YEARS” 
Cysto-Urethroscopes 


The greatest efforts of the physician, the opticist 
and the mechanic have been put forth in the de- 
sign and construction of instruments for the con- 
venient endoscopic examination, catheterization 
and operation within the genito-urinary tract. 
Wappler Electrically Lighted Diagnostic Instru- 
ments are the finest produced. Catalog Bulletins 
No. 200 and No. 201 describe Cystoscopes and 
Cysto-Urethroscopes. Send for them at once. 


WAPPLER ELECTRIC COMPANY, Inc. 


LONG ISLAND CITY N. Y., U.S.A. 


] WAPPLER 


We illustrate one of the most popular 
instruments in the Wappler Line, the 
Convertible Cystoscope for Examina- 
tion, Catheterization and Operation. 
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Announcing 


Eastman 
X-Ray Intensifying 
Screens 


HE Eastman X-Ray Intensifying Screens are the 
latest product put out by the Medical Division of 
the Eastman Kodak Company. 

The screens are flexible and will not grow brittle 
with age. They are easily pressed into contact with the 
film and will stand considerable rough handling. A 
waterproof support and the thin waterproof protective 
layer on the front permit them to be readily cleaned 
without danger, by simply washing. Fast and grainless 
they have good definition and contrast. They are a 
valuable accessory to Dupli-Tized Films. 

Eastman made and Eastman tested. Their low initial 
cost and long life make for economy. 


Price Per Pair Each 
8 x Io 15.00 8.00 
10x 12 22.50 12.00 
11x 14 29.00 16.00 
14X17 $5.00 24.00 


Eastman Kodak Company 
Medical Division Rochester, N. Y. 
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Meyer Mobile X-Ray Unit 


HE apparatus specially designed for Hospital 

Bedside Work. Operable from 110-220 volt 
alternating current for either 10 or 30 milliampere 
Radiator-type Coolidge tube. All metal cabinet, 
selective controls, film protective box. Tube stand 
of new and novel design with independent vertical 
and horizontal movement. 


This apparatus has special features not found in 
any other, which make it more valuable. Wm. 
Meyer, its designer, had years of experience in actual 
bedside work, therefore, the benefit of his experience 
as well as that of experienced Roentgenologist is 
incorporated in this design and you will find that 
this apparatus wil! prove to be without a peer. 


The price is right. Send for Bulletin. 


THE WM. MEYER COMPANY 


1648 No. Girard Street 


Chicago, Illinois 


RADIUM RENTAL SERVICE 


preferred. 


Radium loaned to physicians at moderate rental fees, 
or patients may be referred to us for treatment if 


Careful consideration will be given inquiries concern- 
ing cases in which the use of Radium is indicated. 


BOARD OF DIRECTORS 


William L. Baum, M. D. 
Louis E. Schmidt, M. D. Thomas J. Watkins, M. D. 


N. Sproat Heaney, M.D. _ Frederick Menge, M. D. 


| The Physicians Radium Association 
1114 Tower Building, 6 N. Michigan Ave. 
Telephones, Randolph 6897-6898 CHICAGO, ILL. William L. Brown, Manager 
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What This Simplified X-Ray Apparatus Means 


A Good Diagnostic Radiograph for 
Every Exposure 
This is now possible to the user of the Victor 
Stabilized Mobile X-Ray Unit—no longer 
need he await years of experience to arrive at 
this point of efficiency. 


Guesswork Practically Eliminated 


The “hitand miss” method of taking radio- 
graphs must now give way to this improved 
apparatus which enables the operator to dupli- 
cate his best results, from day to day and 
month to month, simply because the machine 
will deliver repeatedly the exact current de- 
sired fora given technique, regardless of voltage 
fluctuations occurring on the supply line from 
which the machine is energized 


Tube Current Is Stabilized 


When the voltage of the line supply current 
fluctuates (this condition prevails on practi- 
cally every line) the Wictasicoontine’ Stabilizer, 
incorporated in this unit, acts automatically 
to hold constant the exact milliamperage de- 
sired for the radiograph. 100% radiographic 
results are therefore insured—no “‘retakes”” 
necessary because of fluctuating line supply. 


Circuit Breaker Safety Device 


In case of “overload” beyond the capacity 
of the tube (30 Ma. at 5” back-up spark) a 
circuit breaker automatically shuts off the 
current supply, damage to tube 
and apparatus. Consider also the importance 
of this from the standpoint of protection to 
both operator and patient, in case of accidental 
contact with the high tension system. 


The Victor-Kearsley Stabilizer is one of the most important X-Ray developments since the 


advent of the Coolidge Tube itself. It should not be confused with ot 


devices which tend to 


stabilize only the current to the filament of the tube. The important advantages of this unit 
are fully explained in a special bulletin, which we will gladly send you on request. 


VICTOR X-RAY CORPORATION, Jackson Blvd. at Robey St., Chicago 
Sales Offices and Service Stations in All Principal Cities 
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CONTR’ 
DIRECT FLOW VALVES N.O NEEOLE (79 
OXYGEN HANDLE VALVE 
wae ew Mode 
OXYGEN ETHER MIXING 
VALVE 


FULL FACE 


“SAFETY” MASK 


SHUT-OFF. 
valve” most efficient and eco- 


MOUTH HOOK 


IN IN 

Gas - Oxygen - Ether 
MEASUREMENT 


apparatus on the market 
| for all operations, such as 


Abdominal, Nose and Throat, 

Goitre, Mastoids, Surgery of 

the Extremities, Obstetrics, 
Dental, etc. 


These claims can be substan- 
ee tiated in your own clinic. 
Safety ; { Write for Full Details of Our Apparatus 
j and Proposition 
Gas-Oxygen 


Apparatus | 1 / SAFETY ANAESTHESIA APPARATU 


CON 
1652 Ogden Ave. Chicago, IIl. 


WATER DRAIN 


F. H. THOMAS CO. 


208 Newbury St. Glut 
BOSTON, MASS. 


Guaranteed to comply in all respects to 
standard requirements of U. S. Dept. of 


Agricult 
ITH gre atly in- 
FARWELL & RHINES 
creased floor Watertown, N. ¥. 
space in their own four- 


story building near Copley 
Square, the old New 
England firm of F. H. 


Thomas Company is pre- 


pared to supply every 


WITH THIS COUPON 
possible need of the most 


exacting physicians and 


=> 
IS w Wy 
surgeons. 


TICK lp 


Mail Orders Promptly Filled 
SURGICAL INSTRUMENTS 


TAPPAN ZEE SuRGICAL Box E, Nyack, N.Y. 


30 
% Ux 
ta 
4 
x 
4 
re 
¢ ) ONE 
| 
ll 
a 


SURGERY, GYNECOLOGY AND OBSTETRICS 


ANNOUNCEMENT 


E desire to announce that INTERNATIONAL 
X-RAY CORPORATION and ACME X-RAY CO. 
are consolidating and that shortly their respective plants 
will be united and operating under one management at the 
enlarged factory of ACME X-RAY CO., 341-351 West 
Chicago Avenue, Chicago, IIl., as 


ACME-INTERNATIONAL X-RAY CO. 


The demand for its deep therapy product has completely 
overtaxed the manufacturing capacity of the International 
X-Ray Corporation, as might have been anticipated in 
view of the fact that this product incorporates inventions 
that mark one of the greatest improvements made in this 
field in a decade. 


In this situation it was most logical that the two organiza- 
tions should join hands, for the ACME X-RAY CO. has 
demonstrated that it is a producer of the highest quality of 
X-Ray apparatus and equipment in the market, and the 
prominent men in the two companies have been associated 
together in the X-Ray industry for a great many years and 
long have enjoyed one another’s confidence and esteem. 


The medical profession has been restricted in the use of 
deep therapy by the limitations of the X-Ray machine. The 
consolidated company will be the exclusive manufacturer of 
alineof X-Ray machines which vastly extends these limita- 
tions and largely removes these restrictions. 


The genius that has won wide recognition; the designing 
and producing skill that has gained front rank; and an ex- 
perienced sales and service organization which covers the 
country are uniting for highest achievement and greatest 
service. 


INTERNATIONAL X-RAY CORPORATION 
ACME X-RAY CO. 
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McKESSON 
APPLIANCES 


Anesthetic Apparatus 
No. 100 


Metabolor 
& 
Manufactured by 


TOLEDO 


TECHNICAL APPLIANCE CO. 
TOLEDO, OHIO 


There’s Nothing Provincial 
about Deane Sterilizers 


You'll find them in the leading hospi- 
tals throughout the United States and 
Canada and in many remote parts of 
the world. Their simplicity, sturdy con- 
struction and efficiency naturally com- 
mend them. 


DEANE STERILIZERS in- 
clude every variety required, 
made in all sizes and in any 
combination desired. 


When you have a baffling steri- 
lizer problem, let us bring our 
long experience to bear upon it. 


Send for Sterilizer 
Blue Book 


BRAMHALL DEANE CO. 


263N West 36th St. 
NEW YORK 
Represented in Canada by 
INGRAM & BELL, Ltd. 
Toronto and Calgary 


Worth While 


Mail your order to an 
organization which 
specializes in every con- 
ceivable requirement 
for the surgeon. In the 
reply you will find 
cause for satisfaction. 


E. F. MAHADY COMPANY 
BOSTON, MASS. 
The Surgical Supply House for New England 
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THOUSANDS OF PROGRESSIVE PHYSICIANS 
NOW USE THE 


“STANDARD For BLOODPRESSURE” 


REPRESENTATIVE 


Dr. Lewellys F. Barker 
Dr. Richard Cabot 

Dr. Henry A. Christian 
Dr. Hobert Hare 

Dr. Alexander Lambert 
Dr. Frederick Tice 


Rockefeller Institute 
Mayo Clinic 

U.S. Government 
Battle Creek Sanitarium 


Columbia University 
Cornell Medical School 
Harvard University 


JohnsHopkinsU niversity 


Yale Medical School 


DO YOU? 


PURCHASERS 


Bellevue Hospital 
Hahnemann Hospital 
Henry Ford Hospita! 
Lakeside Hospital 
Mt. Sinai Hospital 
New York Hospital 


American Tel. & Tel.Co 
Pennsylvania R.R 
Carnegic Stee! Work 
Standard Oil Company 


Equitable Life 
Metropolitan Life 
Mutual Life 

New York Life 
Northwestern Mut. Life 


ACCURACY 
SIMPLICITY — RELIABILITY 


Four distinctive Models are supplied in cases of solid 
American Walnut, richly finished and mounted with 


polished nickel fittings of exclusive design. 


YOUR DEALER HAS THEM IN STOCK 
W.A.BAUM CO.,INC.-SCIENTIFIC APPARATUS-NEW YORK 


1- | 
1, 
y 
ir ; 
q 300; 20 
280 
7. 
«<b 
Fay 
Ww 
| 
= 
| 
4 
4 
4 


“BETTER THAN MARBLE” 


The Automatic Aid 


to Sanitation 


HE modern hospital, scientifically operated, is clean 

and sanitary. BUT-—it takes time, money, consider- 
able effort and a real system to KEEP things in a sani- 
tary condition. 


With Vitrolite a very evident economy in time, cost and 
effort is inaugurated because Vitrolite is in itself sanitary. 


It is non-absorbent and proof against stain, acid or 
alkali-— because non-porous. It has a brilliant fire polish, 
practically dust proof. Smears or spots of grease or dirt 
are instantly removed by a rub with a damp cloth, and 
original lustrous finish restored. It is harder than flint. 
Does not scratch or score. Germ proof. These are just a 
few of the many special advantages identified with Vitrolite. 


Made in snowy white and jet black. Now standard for 
operating rooms, laboratories, wainscoting, baths, table 
and counter tops, shelving, toilet partitions, etc. 


Let us send you names of representative installations in 
the hospital field. For complete particulars, write 


THE VITROLITE COMPANY 


Chamber of Commerce Building Chicago 


SERVICE 


ORGANIZATIONS IN PRINCIPAL CITIES IN AMERICA AND OVERSEAS 
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SERVICE 


Here at Bauer & Black laboratories we all 
look upon our work as a service. We 
like to feel that we are aiding physicians 
and surgeons and hospital staffs at crucial 
moments, and that in the operating room 
as well as on ordinary occasions, com- 
plete faith is awarded Bauer & Black prod- 
ucts. For 28 years we have striven to 
adhere to the highest standards known in 
the medical world. We maintain a large 
staff of experts to supervise every process. 
Eternal vigilance is our watchword. 


Among the products bearing the Bauer & Black label are: 
Handy Package Cotton, Surgeon’s Soap, Handy Fold Gauze, 
Adhesive Plasters, Plaster Paris Bandages, Formaldehyde 
Fumigators, Ligatures and Sutures, Plain and Medicated 
Gauze, and Gauze Bandages. 
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TRADE MARK REG. U.S. PAT, OFF 


(Neoarsphenamine-Metz) 


iS unsurpassed 
in reliability 
in trypanocidal efficiency 
in ease of administration. 


Neosalvarsan is manufac- 
tured by the process used 
in preparing the original 
Ehrlich product and offers 
the physician the ideal 
means for treating the luetic. 


HAMETZ LABORATORIES. dnc 


One-Twenty-Two Hudson Street, Now York 
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of it. 


S&D 
QUALITY PRODUCTS 


Experience counts 


in your profession—and ours. 
right foundation, each year adds new power 
to your potential productivity—more satis- 
faction with your end-results to you and 
to your patients. 


So too in the making of ethical pharmacals. 
Experience counts. 


Given the 


We have had 62 years 


SHARP & DOHME 


Conscientious Chemists 
since 1 


A Small Thing to Buy 
If You Never Need It 


“Gentlemen: 

Just arrived home and hasten to en- 
close check for renewal. Would not be 
without such protection. Eternal vigi- 
lance against a suit affords a happy frame 
of mind that more than makes up for 
the cost. 

Yours truly,” 


A Big Thing to Have By, 
If You Ever Need It 


“The Medical Protective Company 

Fort Wayne, Indiana 
Gentlemen: I wanted to write to you the 
minutethe foreman announced the verdict 
of the jury, “Not Guilty.” 

I have no words to express my appre- 
ciation of the way in which my case was 
handled from beginning to end. I am 
thoroughly pleased in every respect, and 
you can count on me to belong to your 
company as long as I practice. 

Very sincerely yours,” 
For Medical Protective Service 
Have a Medical Protective Contract 


The Medical Protective Company 


f 
Fort Wayne, Indiana 


SULFARSENOL 


(Sulpharsphenamine) 


Made by 
Laboratoire de Biochimie Medicale, 
France 
(U.8. License No. 83) 

MAY BE GIVEN SUBCUTANEOUSLY 
without pain, local trouble or danger. Ideal 
method for children or persons with difficult 
veins. Can also be given intramuscularly or 
intravenously. 


SULFARSENOL is characterized by 


Ready Solubility Efficacy of Curative 
_ Remarkable Stab tion 
Low Toxicity Ease of Administration 


SULFARSENOL has been used extensively 
with great success for the last few years in 
France, England, Belgium, Spain, etc., in private 
ractice and in some of the Government services. 
e now offer this valuable arsenical to the 
American medical profession. Literature, prices 
and discounts upon request. 


10 Dosages (in Ampoules) 
0.06 Grams 0.24 Grams 0.48 Grams 
0.12 Grams 0.30 Grams 0.54 Grams 
0.18 Grams 0.36 Grams 0.60 Grams 
0.42 Grams 


CHARLES LEICH & CO. 


Evansville, Ind. 
American Agents 
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—| Small Reversible 
Vest Pocket Instruments 


for Instant Use 
Double Abscess Knife 
Pancoast’s Therapeutic Knife 1.25 
Single Abscess Knife 


ot e Spud and Ear 
orator. 


Wr. V. Willis & Co. 
Surgical Instruments 
131 S. 11th St. Philadelphia 


NSTRUMENTS 

which will not rust 
or discolor in steriliza- 
tion offer many advan- 
tages commending their 
use. They are more 
sightly, require less at- 
tention, greatly reduce 
repair bills and the in- 
convenience attendant 
to sending them for 
repair and renickling; 
promote asepsis and 
generally increase effi- 
ciency. 

We can supply scissors, 
thumb forceps, hemostats, 
rongeurs, currettes, chisels, 
scalpels and, in fact, almost 
every regular or special 
pattern desired, made out 
of this metal which has 
taken us many years to 
perfect. 


GEO. TIEMANN & CO. 
107 East 28th St. 
NEW YORK 


A sanitary enamel baby-blue 
bead necklace is strung with 
white enamel lettered beads, 
name, and sealed on 


efore umbilical cord is Write for sam- ~% 


cut. Relieves nurse and mother le necklace, 
Illustrated lit- 
erature, price, 
etc. Besureto 
advise aumber 

4% of obstetrical 
4% cases Der 


from worry and hospital from 
responsibility. Adopted by over 
1,000 hospitals in 1920-21. 


J. A. Deknatel & Son, Inc. 


12 Heyward Street 
BROOKLYN, NEW YORK 


Smith Bone Clamps 


These clamps supply a want in bone surgery not met by 
any other clamp or device nowinuse. They are easily 
applied and quickly removed, require no screws 
nothing is driven into the bone tissue. 


THE SMITH BONE CLAMP CO. 


Watertown, N. Y. 


THE “HOGAN” 


Do You Desire to Increase the Results In Your Practice? 


READ 


“The Therapeutics of High Frequency”’ 
FREE A New and Unique booklet full of valuable information regarding - 
uses of High Frequency currents. 
Methods you can employ to increase RESULTS and build up an Office Practice. . a 
You are welcome to a copy of this brochure as long as the supply lasts. Ps 
Send today for your copy and full details regarding the Pd 


“HOGAN” HIGH FREQUENCY APPARATUS 


Gentlemen:— 
send me “The 
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McINTOSH ELECTRICAL CORPORATION roe "Frequency" and full details 
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ders Co., Publishers. 
Cc. R. BARD, Importer 


DR. GASTON LABAT’S Syringes and Needles 
. for Local, Regional and Spinal Anesthesia 


Complete outfit consists of one special 10 cc. syringe, one 2 cc. all glass syringe, 
ten special needles meeting all requirements, in metal case with sterilizing tray. 


For full particulars see Dr. Labat’s book on “Regional Anesthesia,” W. B. Saun- 


37 East 28th St., New York 


One of Many Specialties 


‘) SURGEONS 


INSTRUMENTS 
OF 
EXCEPTIONAL 


DURABILITY 


GENERAL, 
SPECIAL, 
OR 
MADE TO 
ORDER 


Mail Orders 
and Enquiries given 
immediate 
attention 


Lothrop Haemostatic 
Forcep and Knot Tyer, 
2 Instruments in One. 
Length, 7% inches 
Price, $8.00 


CODMAN & SHURTLEFF, INC. 


BOSTON, 18, MASS. 
Makers of Surgeons Instruments for 84 Years 


American Modification of the 
BARANY ROTATING CHAIR 


Designed ty Gp of 


The ideal and really indis- 


pensable chair for 


SUPPLY co 
PHILADELPHIA 


The study of Nystagmus 
after stimulation of the 
ear. 


The Differential Diag- 
nosis between ear lesions 
and brain Iésions. 


Intracranial localization 
by the study of the Bar- 
any pointing reactions. 


Complete examina- 
| tion of Vestibular 
, Apparatus. 


Write for latest price; also for our new 
Eye, Ear, Nose and Throat Catalog 


The Physicians’ Supply Co. 
of Philadelphia 


116 So. 16th St. Philadelphia 


Stomewft S y rin ge — Guaranteed Not to Crystalize in 


Saves 80% of 
Breakage 


Centre Tip for 
General Work 


Eccentric Tip for 


Intravenous 


450 Pierce Avenue 


Sterilization 


J 
“iid 
2cc —$ .75 5 cc — $1.75 30 cc — $4.00 
3cc— 1.25 10cc — 2.50 50cc — 5.50 
lec— 1.75 20cc — 3.00 100 cc — 7.50 
Pe Long Island City, N. Y. 


SURGERY, GYNECOLOGY AND OBSTETRICS 


In addition to the usual courses 
The Faculty of ’ 


LOYOLA POST-GRADUATE SCHOOL 
OF MEDICINE 
NEW ORLEANS, LA. 


offers 


Three Intensive Six Weeks’ Courses 
Running Concurrently February 1st to March 15th 


A Course in Medicine. A Course in Surgery. 
A Course in the Eye, Ear, Nose and Throat. 


These courses are offered to the Profession without charge, except for a registration fee of $10.00. 
Classes will be limited to one hundred in each course. Write for reservation, indicating which 
course is desired. 


For literature, information about this and other courses, address 


JOSEPH A. DANNA, M.D., Secretary 
1533 Tulane Avenue NEW ORLEANS, LA. 


Many Chronic Cases 
Require Institutional Care 


HE advantages of institutional 

treatment for stomach and in- 

testinal disorders, Neurasthenia, 
Heart Disease, Diabetes, Obesity, 
Nephritis, Rheumatism and other 
stubborn chronic maladies are worthy 
of consideration. 


A most important advantage is the 
isolation of the patient from harmful 
influences, substituting conditions and 
surroundings that are altogether re- 
cuperative for the necessary period of 
time, is greatly to the advantage of 
the attending physician. 


At Battle Creek every case receives, 
first of all, a careful examination. 
Each patient is submitted to the X-ray 
and all other up-to-date methods of 
investigation, including chemical and 
serological examinations of the blood, 
efficiency tests of the liver, kidneys, 
and other vital organs, tests for acido- 
sis, metabolism tests and other special 
tests and researches which may be 
required to throw light upon the in- 
dividual case. 


For literature or further information concerning the Institution and its methods, address 


THE BATTLE CREEK SANITARIUM 


Box 243, BATTLE CREEK, MICHIGAN 
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LABORATORY OF SURGICAL TECHNIQUE 
OF CHICAGO 


= AFTERNOON AFTERNOON 
1:30 to 5:30 1:30 to 5:30 
MORNING Laboratory MORNING Laboratory 
(Except Friday) (Except Wednesday) 
MONDAY Laboratory LATERAL ANASTOMOSIS Laboratory GasTRO-ENTEROSTOMY 
9 to 12 : 9 to 12 Anterior Posterior 
ABDOMINAL INCISIONS Anatomy. Intestinal RESECTION OF GASTRIC Anatomy. Locating 
METHODS OF SUTURING Localization. Resection. ULCER Jejunal i 
AND LIGATING Methods of Suture. PyYLOROPLASTY PYLoRIC Mechanical Principles 
APPENDECTOMY JEJUNOSTOMY EXCLUSION FASCIAL Technique— 
Anatomy. Technique. Drs. E. A. Printy TRANSPLANTS MAyo Method 
Dr. E. A. Printy and W. J. Pickett Dr. A. A. Strauss Dr. E. A. Printy 
1§ sf 3§ 
TUESDAY THYROIDECTOMY PARTIAL GASTRECTOMY 
LIGATION OF SUPERIOR P Surgical Anatomy of 
ee x Hospital and INFERIOR ARTERIES Augustana Hospital Stomach 
8 to 12 TRACHEOTOMY 8 to 12 Blood Supply and Lymph 
Technique—OcHSNER System 
Clinic of Method Clinic of Technique— 
Dr. N. M. Percy r. N. M. Percy 
. rs. KE. A. inty 
as ee Dr. F. H. Doubler and W. J. Pickett 
2§ 2§ 6° 
WEDNESDAY 74 Laboratory 
gtoi12 
CHOLECYSTECTOMY 
ANASTOMOSIS CHOLECYSTOSTOMY Cook County Hospital 
Augustana Hospital Murpuy Button CHOLEDOCHOTOMY 2tos 
8 to 12 CoLostomy Anatomy of Gall Bladder, 
Ducts, Ampulla and Clinic of 
Clinic of Drs. E. A. Printy Pancreatic Duct. Dr. D. N. Eisendrath 
Dr. A. J. Ochsner and W. J. Pickett Technique of Removal 
and of Drainage— GENITO-UROLOGY 
OcHSNER method 
Drs. E. A. Printy 
and W. J. Pickett 
THURSDAY Laboratory NEPHRECTOMY Laboratory RESECTION of CECUM 
9 to 12 PYELOTOMY 9 to 12 and ASCENDING COLON 
FRACTURE URETEROTOMY HERNIA ILEo-CoLosToMy 
AMPUTATIONS SUPRAPUBIC VARICOCELE Enp-T0-Enp of 
BUNION OPERATION CysToTOMy Anatomy of Inguinal CoLon—BALFOuR 
Anatomy of Kidney and and Femoral Regions 
Dr. D. W. Crile Ureter. ANpDREws’ Operation Drs. E. A. Printy 
REVIEW Operative Technique and W. J. Pickett 
_|__Dr. D. N. Eisendrath Dr. Edmund Andrews 
Laboratory 3§ 74 
FRIDAY 9 to 12 St. Luke’s Hospital r BREAST AMPUTATION 
SuPRAVAGINAL 2to5 Augustana Hospital Anatomy of Axilla 
HYSTERECTOMY $ 8 to 12 Technique of Radical 
SALPINGECTOMY | Clinic of Removal 
UTERINE SUSPENSION Drs. T. J. Watkins ae PLastic FLAP 
Anatomy of Female Pelvis and A. H. Curtis Clinic of Dr. E. A. Printy 
Operative Technique GYNECOLOGY Dr. A. J. Ochsner EVIEW 
Dr. A. B. Supple Des 
4s 8* 
SATURDAY North Chicago Hospital | BLoop TRANSFUSION ee Hospital NERVE and TENDON 
8 to 10:30 5 to 9:45 SUTURING 
Clinic of Blood Grouping. linic of Bone Work 
Dr. Carl Beck | Citrate Method. Dr. N. M. Percy 
_ and Associates | = 
| —_—— | BLoop VESSEL Laboratory Surgical Anatomy 
} Laboratory | _ ANASTOMOSIS 10 to 12 Operative Technique 
| It to 12 | LIGATION Ear, Nose and THROAT 
BoNE TRANSPLANTS | oF CAROTIDS DEMONSTRATIONS 
ARTHROPLASTY | Dr. W. J. Pickett Dr. C. R. G. Forrester 
Dr. Ph. H. Kreuscher Dr. Geo. J. Musgrave 
COURSES OFFERED 
1. Two weeks’ course in Surgical Technique and Surgical Anatomy. 
2. One week period, consisting of one half of the regular course. May be started on any day. 
3. Special one-week period devoted to intensive instruction and practice at the Laboratory (9:00 a.m. 
to 5:30 p.m. daily), no clinics. 
4. Special instruction in one operation. 
5. Students may enroll for one day or more of the regular course. 
6. Courses in surgical anatomy. Time required and fees depend upon regions covered. 
7. Courses in surgical specialties. Information furnished on request. 


Personal Instruction, Actual Practice and Exceptional Equipment 
For Descriptive Literature, etc., address 


DR. EMMETT A. PRINTY, Director 
Phone Lincoln 9210: 


2040 Lincoln Avenue, Chicago 
Formerly 7629 Jeffrey Avenue 
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Revised Prices for 


BOUND VOLUMES 


Surgery, Gynecology and Obstet- 
rics is especially designed for binding 
in book form. Our standard volumes are 
substantially bound in an extra good 
grade of blue art canvas, stamped in gold. 


Each volume consists of six numbers: 
two volumes to the year, January to 
June and July to December. 


Prices for back numbers, Volumes I to 
XXXV inclusive, effective Jan. 1, 1922: 


Surgery, Gynecology and Obstetrics with International | 
Abstract of Surgery (Complete Edition), per volume . $8.50 | 


Surgery, Gynecology and Obstetrics without the Abstract, 


International Abstract of Surgery, per volume. . . . 4.25 
We Can Supply Back Numbers in Bound Volumes Except Vols. I and II 


Back Numbers Returned for Binding 


Where copies are returned by subscribers in exchange for bound 
volumes, the charge per volume for binding will be as follows: 


| 

| 

| 
Surgery, Gynecology and Obstetrics with International | 
Abstract of Surgery (Complete Edition), per volume . $3.25 

| 


Surgery, Gynecology and Obstetrics, per volume . . . 2.00 
International Abstract of Surgery, per volume. . . . 2.00 


Express or freight charges on journals returned for binding should be prepaid 


Prices quoted above do not include carriage charges 
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SURGERY, GYNECOLOGY AND OBSTETRICS 


York Post-Graduate 


Medical School and Gospital 


GYNECOLOGICAL SEMINAR 


Monday 


Tuesday 


Operations 


Gynecological 
Ward Rounds 
9—I10 


Wednesday Thursday Friday Saturday 
Gynecological 

Operations Ward Rounds Operations ay 
9—10 o— 


Clinical Lecture 


Clinical Lecture 


Blood Chemistry 
11—1 and Metabolism 
(11—12:30) 


Clinical Lecture | Clinical Lecture | Clinical Lecture 


Clinical Lecture Gynecological 
and Pathology and 
Radium Thera: Bacteriology Gynecological 
every other wee! (11—12) Pathology and 
(10—12) 53 Roentgen Bacteriology 
Therapy 


Clinical 
3 Gynecology 


Gynecology, 
Operations 


Clinical 


(12—12745) 
Clinical Clinical Cystoscopy, 
Gynecology, Clini Gynecology, Clinical | 
Operations Gynecology Operations Gynecology 
Clinical Clinical 
Gynecology Gynecology 


3:30—4:30 


Diseases of 
the Rectum 


Dermatolo, 
relating to Gyn. 
Gyn. Neurology | “every other 
week 


SPECIAL COURSES IN GYNECOLOGY 


*Cystoscopy and Endoscopy (Female).—10 lessons, Tuesday, Thursday and Saturday, 2 to 4 
r; M. Technique of Cystoscopy and Endoscopy and Ureteral Catheterization. The use of 
the different forms of water cystoscopes and the use of the Kelly method demonstrated. 
Students personally make examinations and do ureteral catheterization as soon as competent. 
Various diseases of the urethra, bladder, ureter and kidney are demonstrated and treated. 
The course includes fulguration of bladder growths, irrigation of the renal pelvis and the 


making of pyelograms. 


The practical application of the indigo-carmine and phenolsulphonephthalein tests of - 
renal function is taught. Fee, $75. 
*Gynecology.—Diagnosis and office treatment.—1o lessons, Tuesday, Thursday and Saturday, 
3to4 P.M. Fee 
*Gynecology.—Diagnosis and office treatment.—10 lessons, Tuesday, Thursday and Saturday, 
2to3 P.M. Fee, 
*Gynecology.—Diagnosis and office treatment.—1o lessons, Monday, Wednesday and Friday, 


, $50. 


$50. 


2to3 P.M. Fee, $50. 


*Gynecological Operations (Cadaver).—10 lessons, Tuesday and Thursday, 10 to 12 A. M., 


Friday, 4 to6 P. M. Fee, $100. 


General Discussion: 


General Gynecological Technic. 


Surgical ‘‘ knots.” 


Ligature Material. 


Drainage Material. 


*The above special courses are included in the Seminar 


For further particulars address 


Fee $150—One Month 


Operations: 
Breast, cervix, vagina, perineum, round 
ligaments and hernia, abdominal wall, 
ovary and appendix, uterus, colon and 
sigmoid, bladder and rectum. | 


Dean of the New York Post-Graduate Medical School and Hospital 
NEW YORK CITY 


| 303 East Twentieth Street 
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EFORE the advent of 

Hyclorite, hypochlo- 
rite solutions, although 
recognized as a superior 
antiseptic, had one handi- 
cap—their instability. In 
order to insure uniform 
composition, regular ti- 
trations were necessary. 


This objection has been 
successfully overcome in 
Hyclorite. Hypochlorite 
stability in Hyclorite is 
definite ( NaOCl 4.05%). 
No testing is necessary. 
Merely dilute to strength 
required and use. 


Another characteristic 
of Hyclorite is its low 
alkalinity (cal. hyd. % of 
1%). It is less irritating 
than other chlorine anti- 
septics, even when ad- 
ministered in the concen- 


PITTSBURGH, PA. 


Manufactured by General Laboratories, Madison, Wis. 


For Bethlehem Laboratories, Inc., Distributers 


Overcoming Instability in 
Hypochlorite Solutions 


trate. Hyclorite is a 
powerful solvent of ne- 
crose tissue, suppurating 
area in soft tissue, pus, and 
blood clots. 


Hyclorite is being wide- 
ly prescribed for patients’ 
use. Being non-poison- 
ous, non-irritating and 
easily diluted, it is a safe 
antiseptic for use by the 
laity. 


Hyclorite has been ac- 
cepted by the Council on 
Pharmacy and Chemist- 
ry, American Medical 


Association, (N. N. R.) 


We will gladly send 
you a professional size 
bottle of Hyclorite to- 
gether with literature 
recommending specific 
applications. 


BETHLEHEM LABORATORIES, Inc. 
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SURGICAL TECHNIQUE 
Operative Surgery and Technique 
TaxAnAsHt, N., and Mryata, R.: Free Skin Trans- 
Bissett, D.: Vomiting and Distention After Lapa- 
rotomy Lessened by the Substitution of Rubber 
Envelop Pads for Gauze: The Influence of 
Ether, Morphine, and Rectal Therapy......... 
MAa.uscHEw, B.: A New Operative Procedure in the 
Treatment of Severe Uterine Prolapses........ 
Warp, G. G.: The Technique of Repair of Enter- 
ocele (Posterior Vaginal Hernia) and Rectocele 
as an Entity and When Associated with Pro- 
SpaLpING, A. B.: The Cause and Cure of High Rec- 


Fiscuer, A.: A New Opcration for Hypospadias and 
Defects in the Pars Pendula of the Urethra... . 
Suit, T. F. S.: Extraction of the Lens in Its Cap- 


SURGERY OF THE HEAD AND NECK 


Head 
Fiscner, H.: Extirpation of One (Left) Adrenal 
Gland for the Cure of Epilepsy............... 
BiuMBERG: Irradiation of the Hypophysis in Hypo- 
physeal Tumors and in Gynecological Diseases 
Mintz, W.: Brain Surgery in the Occipital Fosse. . . 
HicusmitH, E. D.: Plastic Surgery of the Face.... 
BocKENHEIMER: Ankylosis of the Jaw and Its Treat- 
ment 
Kvetrner, H.: A Report on 266 Cases of Primary 
Carcinoma of the Mucosa of the Mouth........ 
FRANKLIN, W. S., and Horner, W. D.: Hernia 
through Tenon’s Capsule with Extrusion of 


Neck 
SURGERY OF THE CHEST 


Chest Wall and Breast 


Bevan, A. D.: Tumors cf the Breast from the Stand- 
point of the General Practitioner and the General 


CONTENTS— DECEMBER, 1922 
ABSTRACTS OF CURRENT LITERATURE 


GENERAL SURGERY 


401 


4o1 


438 


443 
444 
451 


457 


Trachea and Lungs 

BoGENDOERFER, L.: Phrenicotomy in Bronchiectasis 

GrauaM, E. A.: A Consideration of the Surgical Treat- 

HirscuBoreck, F. J.: Postoperative Massive Col- 


Heart and Vascular System 
Nippe: A Bayonet Puncture Wound of the Heart... 


Pharynx and @sophagus 

BucHMaNN, E.: A Contribution to the Differential 
Diagnosis of Retropharyngeal Tumors........ 

OppIkoFeER, E.: Forty-One Foreign Bodies in the 
(sophagus Diagnosed and Removed with the 

Koenic, F.: An Operation for Diverticulum of the 

ALLEN, D. S.: Experimental Reconstruction of the 
(Esophagus with Autogenous Fascia Lata Trans- 


SURGERY OF THE ABDOMEN 


Abdominal Wall and Peritoneum 

Strokes, A. F.: Strangulated Right Inguinal Hernia 
Containing the Stomach and Transverse Colon. 

NeurFer, H.: A Modification of the Bassini-Hacken- 
bruch Operation for Inguinal Hernia.......... 


Gastro-Intestinal Tract 
ScHULTE, F’.: Cystoid Pneumatosis of the Intestines 
Jupp, E. S.: Excision of Ulcer of the Duodenum... 
Srrauss, A. A.: The Surgical Treatment of Car- 
cinoma of the Colon, with a New Method of Mak- 
ing the Operative Field Extraperitoneal by 
De ore, X., and Devaux, A.: The Surgical Treat- 
ment of Pyostercoreal Fistule................ 
De Aracon, E. R.: Incipient Endothelioma of the 
Caecum Simulating Appendicitis.............. 
Waurrerorp, C. H.: The Chronic Appendix........ 
Supeck, P.: An Operation for the Correction of Pro- 
lapse of the Rectum by Removing the Rectum 
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NaGER, F. R.: Intranasal Encephaloceles.......... 459 
Cates, B. B.: A Plea for Early Cleft Palate Opera- 410 
404 
411 
411 
Boas, J.: The Treatment of Hemorrhoids by Injec- 
iii 


iv INTERNATIONAL ABSTRACT OF SURGERY 


Liver, Gall-Bladder, Pancreas, and Spleen 
Gtorpano, D.: Enucleation of an Adenoma of the 


TsujimurA: Ascaridiasis of the Biliary Passages... 412 
KAveErt, W.: Obstruction of the Common Bile Duct 
McKenprick, J. S.: Notes on Splenomegaly and 


FisHer, D.: Splenectomy in Banti’s Disease, Third 
Stage; with Report of Two Cases, One with a 


Positive Wassermann Due to Jaundice........ 413 
GoLpsTEtn, H.I.: Sarcoma of the Spleen.......... 413 
Miscellaneous 
ArzetA, I.: An Anatomo-Pathologic Study of Lym- 

phatic Cysts of the Omentum................ 414 


“SURGERY OF THE EXTREMITIES 


Conditions of the Bones, Joints, Muscles, Tendons, Etc. 
NEUMANN, N. M.: Primary Echinococcosis of Bone. 415 
Krocius, A.: So-Called Xanthosarcoma of Tendon 
LussENA, S.: Contribution to the Study of Tumors 
of the Clavicle; Two Cases of Sarcoma with 


JoHANsSON, S.: A Disease of the Patella Not Hereto- 


Fractures and Dislocations 
Ferry, G., and OrtscHett, E.: Fractures of the Sur- 
gical Neck of the 417 
Rocuer, H. L.: A Case of Transacetabular Pelvic 
Luxation — Central Luxation — of the Head of 


Wittems, C.: The Technique of Operation for Frac- 


Surgery of the Bones, Joints, Muscles, Tendons, Etc. 


OEHLECKER, F.: Bone and Joint Transplantation... 418 
Poxicarp, A.: The General Biological Phenomena 

of the Evolution of Bone Grafts.............. 419 
Do .uincER, B.: The Surgical Treatment of Pseudar- 

FiscHER, W.: Interscapulo-Thoracic Amputation... 419 
LenorMANT, C.: A Case of Arthroplasty for Anky- 


NusssBaum, A.: Deformities Following Resection of 
the Knee Joint in the Child 


SURGERY OF SPINAL COLUMN AND CORD 
RoceEr, H., and Pourta, L.: Mesencephalic Spas- 

modic Torticollis and Lesions of the Vertebre.. 421 
BraAprorD, E. H.: The Treatment of Caries of the 


FourtLtoup-Buyat: Dorsalization of the Seventh 


Sturcis, M. G.: Unrecognized Fracture of the Spine 422 


Narrzicer, H. C.: Spinal Cord Tumors (Arachnoid 


Bevan, A. D., and GI1Lt, J. C.: Endothelioma of the 


SURGERY OF THE NERVOUS SYSTEM 


BRUENING, F., and Forster, E.: Peri-Arterial Sym- 
pathectomy in the Treatment of Vasomotor- 


Davis, B. F.: Repair of the Peripheral Nerves.... 424 
MISCELLANEOUS 

Clinical Entities—General Physiological Conditions 
GreEEN, T. M.: Traumatic Asphyxia............. 425 
Serpjukorr: A Case of Suppurating Abscess Due 
to the Introduction of Saliva under the Skin... 425 
MijsBerc, W. A.: The Prostate and Prostatic Hy- 
Coster, V., and Murarp, J.: Abscess of the 
Blood 
Byrorp, W. H.: A Simplified Apparatus for the 
Transfusion of Blood by the Citrate Method... 426 


Blood and Lymph Vessels 

DvuRANTE, L.: Traumatic Arteriovenous Aneurism of 
420 

LissizyN: Operative Arteriolysis and Its Rationale. 426 

Koyano, K.: Clinical and Experimental Thrombo- 

But, P.: Embolic Gangrene of the Extremities, 
Particularly the Lower Extremities........... 427 

Homans, J.: Varicose Veins and Ulcer: Methods of 
Diagnosis and Treatment.................... 427 


Surgical Diagnosis, Pathology, and Therapeutics 


GoopMAN, H.: Ulcer of the Leg: Its Localization as 
a Point of Differential Diagnosis............. 428 


Experimental Surgery and Surgical Anatomy 


HELLER, J., and Sprinz, O.: Contribution to the 
Comparative and Pathologic Anatomy of the 
Colliculus Seminalis 


Roentgenology and Radium Therapy 


Mavor, J. W.: The Effect of the X-Ray on the Germ 
Purce tt, C. E.: An Interesting X-Ray Study of a 
Foreign Body, Honey Locust Seed, in the Right 
Huseny, M. J.: Positional Anomalies of the Gastro- 
WITHERBEE, W. D.: The Dosage and Technique in 
the X-Ray Treatment of Goiter, Tuberculous 
Glands of the Neck, Tonsils, and Adenoids... . . 
Stone, W. S.: The Present Field for the Use of the 
X-Rays and Radium in the Treatment of Malig- 
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INTERNATIONAL ABSTRACT OF SURGERY 


Merritt, E. A.: Recent Experiences in the Treat- 
ment of Mammary Carcinoma by Means of 


Heavily Filtered X-Rays... 432 
Bocos, R. H.: Ante-Operative Radiation of Car- 


Buweus, H. C., Jr.: Cancer of the Prostate: a Com- 
parison of Results Obtained by Radium and 


Industrial Surgery 
Miter, S. R.: Injuries by Electricity: Their Prog- 


Reuter, F.: Another Fatal Case of Injury to the 
Skull from Excess 


Legal Medicine 

Implied Authority to Make Exploratory Incisions 
and Extend 

Negligent Treatment of Fracture................. 

Liability as Partners — Administration of Anesthetic 


GYNECOLOGY 


Uterus 

Sracy, L. J.: Anteposition and Retroposition of the 
Uterus: Incidence and Symptoms............ 437 

Mock, H. E.: So-Called Traumatic Displacements 

MatuscHew, B.: A New Operative Procedure in the 
Treatment of Severe Uterine Prolapses......... 438 

Mayo, W. J.: Myomectomy for Myomata of the 


Meteney, H. E.: Syncytioma (Atypical Chorioma) 
of the Uterus Terminated by Acute Peritonitis. 439 


Adnexal and Peri-Uterine Conditions 


GRAFFAGNINO, P.: Ectopic Pregnancy............ 440 
Moore, G. A.: Interstitial Pregnancy, with Report 
of a Case Operated upon Before Rupture ..... 441 


Crort, E. O.: An Operation for the Removal of a 
Living Extra-Uterine Child at Full Term... . 


External Genitalia 


NEEL, J. C.: The Treatment of Cystocele......... 
Warp, G. G.: The Technique of Repair of Entero- 
cele (Posterior Vaginal Hernia) and Rectocele as 
an Entity and When Associated with Prolapse 
SpatpinG, A. B.: The Cause and Cure of High Rec- 


Miscellaneous 

BiuMBerG: Irradiation of the Hypophysis in Hypo- 
physeal Tumors and in Gynecological Diseases 


OBSTETRICS 


Pregnancy and Its Complications 


Barr, J. L.: A Contribution to the Problem of 
Nephritis and Nephrosis in Pregnancy ........ 44 


5 
TaLzort, J. E.: Chronic Sepsis in Pregnancy....... 445 


Labor and Its Complications 


ARNALOT, J.: The Clinical Results of Subcutaneous 


Harris, J. W.: A Study of the Results Obtained in 
Sixty-Four Cesarean Sections Terminated by 
Supravaginal Hysterectomy................. 


Puerperium and Its Complications 
Tuorp, E.: Fevers of the Puerperium............. 


GENITO-URINARY SURGERY 


Adrenal, Kidney, and Ureter 


HryntscHak, T.: The Surgical Importance of Du- 
plications of the Pelvis of the Kidney and 

Wactuer, H. W. E.: Intravesical Management of 
Obstructions in the Ureter, with Special Refer- 
ence to Stone and Stricture.................. 448 


Bladder, Urethra, and Penis 


Keyes, E. L., Jr.: The Character and Treatment of 
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